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PRESENT TRENDS IN OBSTETRICS* 
S. A. Coscrove, M.D.+ 


1 
JERSEY CITY, NEW JERSEY 


HE obstetrician finds his efforts in behalf of 

pregnant and parturient women consisting of 

the prevention and alleviation of four great menaces. 

These are pain, hemorrhage, toxemia and sepsis. The 

significant trends in practice, therefore, are perhaps 
best dealt with as pertaining to these subjects. 


Pain 


Until a comparatively recent epoch in medical 
history, pain was considered the inevitable and in- 
escapable lot of child-bearing women. For the past 
hundred years, however, the search for a method of 
alleviating the pain of labor has been continuous and 
assiduous; men have long hoped for the means of 
making labor completely painless. From time to 
time it has mistakenly been believed that this ideal 
objective had actually been accomplished. The pro- 
cedures devised periodically in this high hope have 
successively been found to involve such dangers, 
either for the mother or the baby, as to render their 
applicability seriously limited. For practical pur- 
poses, the means of relieving pain may be divided 
into two groups. 


Analgesic Agents 


The first group embraces drugs that make more 
tolerable the pains of the tedious first stage of labor 
and a portion of the second stage. They comprise 
agents truly analgesic in their potentiality, such as 
morphine, and those that are merely amnesic, ob- 
tunding the patient’s subsequent recollection of 
suffering. Agents of these two groups are frequently 
combined. The number of such agents is large. The 
most venerable in length of use are opium and its 
derivatives, such as morphine and heroin. One of 
the most recent is Demerol, a synthetic preparation 
quite like morphine in some of its important pharma- 
cologic characteristics. 

The danger that principally limits the use of 
such agents is the marked tendency of all of them to 
narcotize the fetus and to make for delay and some- 
times failure in the establishment of normal respira- 
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tion after birth. In these respects Demerol, which 
has had a fairly extensive but perhaps not thoroughly 
adequate clinical trial in many hands, appears to be 
the least dangerous. 

Another group of drugs having a powerful 
soporific action combined with a modicum of anal- 
gesic and amnesic properties comprises the bar- 
biturates, of which many varieties have appeared. 
These preparations vary in the promptness, power 
and duration of their action. For this reason, some 
attempt has been made to individualize patients 
in the selection of the particular barbiturate deemed 
best suited for the situations under which it is ad- 
ministered. 

Evidence is accumulating that the most popular 
agents used a few years ago for the relief of first- 


‘stage pain—the so-called “basal analgesics,” are 


far from innocuous, particularly in their effect on 
the fetus. Increasing recognition of this fact is tend- 
ing to make them somewhat less popular, but their 
use is still extensive, and in my opinion they have a 
distinct place in the resource of the obstetrician. 

The only drug whose usefulness depends directly 
and wholly on its amnesic powers is scopolamine, 
although several of the others mentioned above have 
this property in some degree. A few practitioners, 
appreciating the dangers of the opiates and ap- 
parently convinced that the subsequent effect on 
the parturient patient’s psyche in her recollection 
of an exceedingly painful experience is the most im- 
portant factor to overcome, have depended largely 
or solely on the administration of scopolamine for 
this purpose. The majority of practitioners, how- 
ever, prefer actually to abolish pain so far as it can 
safely be done. These men therefore use scopol- 
amine, if at all, only as an adjuvant to other more 
definitely pain-relieving drugs. Scopolamine is 
often thus combined with many of the agents al- 
ready named. It must not be forgotten that scopola- 
mine is derived from one of a dangerously poisonous 
group of plants. Occasional idiosyncrasy or care- 
lessness in dosage may result in disaster. 


Anesthetic Agents 


The second group of pain-relieving agents is ap- 
plied in the management of the terminal phase of 
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the second stage of labor, characterized by the actual 
extrusion of the fetus through the vaginal introitus. 
They are used for more complete and definitive 
anesthesia against the excruciating pain characteriz- 
ing this part of labor. 

Again the variety of these agents is large. They 
fall into two distinct and different groups. 

The first includes those that act on the brain 
itself, abolishing pain by narcotizing the entire 
cerebral sensorium. They are most frequently ad- 
ministered by inhalation, entering the blood stream 
through the lungs and exerting their physiologic 
effect on the brain through the blood. 

Ever since Simpson, almost a century ago, taking 
his cue from the first historic surgical use of sul- 
furic ether, in this very city, applied this agent 
and subsequently chloroform to the relief of pain in 
parturition, each one of the many agents devised 
for inhalation anesthesia for any purpose has been 
applied to obstetric practice. 

Ether, oldest of them all, still retains an important 
place in the obstetric armamentarium, especially in 
practice outside hospitals and even in hospitals 
where the service of expert anesthetists in the ad- 
ministration of other agents is not available. Ether 
has also been extensively used in the past, and con- 
tinues to be somewhat used as a labor analgesic, as 
well as a terminal labor anesthetic, administered 
in oil by rectum by the well known but now some- 
what archaic Gwathmey technic. 

Chloroform, used soon after ether and preferred 
by Simpson, shortly became much the most im- 
portant obstetric anesthetic and served several 
generations of physicians well. For the last quar- 
ter century it has lost this pre-eminence. It has been 
accused of a high mortality rate for mothers and of 
dangerous toxic side-effects, particularly in the 
liver. It has almost completely dropped out of use 
in most leading American clinics. I am not sure, 
however, that it justly deserves the total oblivion 
into which it has fallen. I suspect that it con- 
tinues to serve well many physicians practicing out- 
side hospitals, who appreciate its flexibility and 
would not willingly forego the help that it con- 
stantly affords. I am old enough to remember well 
my own debt to chloroform for service rendered 
in the past. 

Perhaps foremost in hospital use today for the 
termination of labor by inhalation anesthesia is 
nitrous oxide, administered with appropriate pro- 
portions of oxygen, in an apparatus specially de- 
signed for this use. It is reasonably safe. It must 
be emphasized, however, that its safety is only 
relative and that it may be exceedingly dangerous 
in untrained hands. Cyclopropane, ethylene and 
vinyl ether are to some extent employed. 

All these agents, acting centrally on the maternal 
brain, have the tremendous disadvantage that they 
also act centrally on the fetal brain. One cannot 

narcotize the mother by means of them without a 
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fairly corresponding degree of narcotization of the 
fetus. Therein lies a serious restriction of their use- 
fulness. Moreover, I have been impressed by the 
heightened danger represented by the use of these 
narcotic agents in the fact of their synergism with 
other agents, particularly opium derivatives, that 
are frequently included in the regime of basal 
analgesia prior to the administration of the inhala- 
tion narcotic. Such synergism represents a real 
jeopardy to the fetus from damaging or fatal 
asphyxiation. 

The other group of agents available for the ter- 
mination of the second stage of labor, as well as par- 
ticipating to a certain extent in the program of the 
earlier stages, are applied only to the peripheral 
neuron of the mother’s nervous system. They do 
not enter the blood stream. They do not affect the 
general sensorium of the mother, or the cerebrum 
and vital centers. In their entire innocuousness so 
far as the fetus is concerned, they present tremen- 
dous advantages over agents that depend on nar- 
cotization of the whole nervous system of the 
mother. The most widely used agent of this group 
is novocain. Metycaine, pontocaine and other agents 
have been similarly employed. Novocain, by its 
relatively low toxicity, remains probably the stand- 
ard for this type of anesthesia. These agents are 
administered by so-called “conduction anesthesia,” 
in which the drug is brought into contact with the 
peripheral nerves at some point distal to their exit 
from the spinal cord. 

The most immediate and complete of such methods 
is spinal or intrathecal anesthesia, in which a solu- 
tion of the anesthetic agent is injected into the thecal 
sac surrounding the spinal cord at points below the 
termination of the cord itself, anesthetizing the nerve 
roots springing from the cord a short distance away 
from their origin. Another is caudal anesthesia, 
in which solutions of the anesthetic agent are in- 
jected into the spinal canal external to the thecal 
sac, through the hiatus of the sacrum, exerting their 
anesthetic effect on the nerve roots as they traverse 
that space or immediately beyond it where the 
neurolemma ends. Thirdly, the anesthetic agent 
may be so injected as to bathe specific principal 
nerve trunks in continuity, as in parasacral injec- 
tion. Finally, local infiltration, frequently combined 
with conduction anesthesia of a few important nerve 
trunks, may be employed. 

These methods of anesthesia, applied to the 
peripheral nerve segment, are taking an increasing * 
place in obstetric practice. This is regarded as a con- 
structive tendency because of the vast advantage 
to the fetus embodied in these methods as com- 
pared to those that specifically poison the brain 
through the blood stream. 

These procedures also have many points of advan- 
tage so far as the welfare of the mother is concerned, 
particularly when the mother is handicapped by 
certain intercurrent diseases either more or less 
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specific for pregnancy or not depending directly on 
the fact of pregnancy. Each has its own advantages 
and disadvantages. 

I have employed spinal anesthesia in obstetrics 
for twenty years. There has been and continues to 
be much criticism of its obstetric use from the stand- 
point of danger of sudden death. From an ex- 
perience of many thousands of cases, however, I 
believe that it constitutes an ideal method for 
vaginal delivery, in which it can be used in small 
enough dosage to eliminate this danger and in which 
I have observed no other important vnpleasant 
sequelae. I have also used spinal anesthesia exten- 
sively for obstetric laparotomies, with a low mor- 
tality. In consideration of the handicaps presented 
by the patients who have succumbed, however, I am 
not impressed with the probability that any other 
method of anesthesia in those particular cases 
would have been significantly less dangerous. 

My experience has been with the so-called “‘one- 
shot” or single-injection method. Continuous spinal 
anesthesia, in which successive small doses are ad- 
ministered through a needle left in situ, has recently 
had increasing use. In spite of the bitter and, in 
my opinion, at times strongly biased and unjust 
criticism of spinal anesthesia, there is no doubt that 
it is being more and more widely used. 

Caudal anesthesia, a method by no means new, 
was brought sharply to the attention of the ob- 
stetric world about five years ago by Hingson, an 
honest and well qualified anesthetist in the United 
States Public Health Service, in the form of con- 
tinuous caudal anesthesia. The first reports were 


‘undoubtedly overenthusiastic. Hingson apparently 


thought that he had actually achieved in this method 
an almost universally applicable approach to the 
obstetrician’s dream of painless labor. This belief 
was shortly disappointed. With increasing ex- 
perience, he recognized and defined a number of 
limitations and dangers that reduced the method 
to one not applicable in the vast majority of cases 
from the initiation of labor pains or for an un- 
limited time after the inauguration of the anesthesia. 
From time to time he has honestly re-evaluated the 
indications and contraindications, as well as the 
advantages and disadvantages, of the method. 

At the present time it seems that caudal anesthesia 
is not, in any but the most expert hands, properly 
applicable in more than one out of four or five pa- 
tients or for a total period longer than six to eight 
hours. Distinct dangers inhere in the method, 
avoidable only by the most meticulously expert 
technic. This fact makes it essential that the pro- 
cedure be used only by physicians and nurses espe- 
cially trained in this technic. It requires in each 
case the constant close attention during the whole 
period of anesthesia of either the responsible ob- 
stetrician or another physician, such as an espe- 
cially trained anesthetist. This necessarily limits 
the number of patients who can derive the benefit 
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of this method. It is obvious that, except in large 
teaching hospitals where caudal anesthesia can 
be afforded to patients only on the basis of its 
educational value, the necessarily high cost entailed 
by the close attention of highly qualified physicians 
is beyond the capacity of the majority of patients. 

The most obvious dangers of caudal anesthesia 
are the inadvertent injection of the anesthetic solu- 
tion into the thecal sac, the injection of the solution 
directly into the blood stream and, of course, the 
rare but ever present danger of infection of the 
meninges. Other technical dangers are recognized. 
The anesthesia is neither so prompt nor so uniform 
as spinal anesthesia, the dangers are of the same 
nature and the difficulty and the cost are greater. 

Results in successful cases are most satisfactory, 
and many a woman has been deservedly grateful 
for the relief of suffering afforded. The procedure 
is not, however, and can never be the universal 
panacea that it was originally hoped to be. It is a 
resource that the well qualified obstetrician should 
consider at his command, but it is incapable of sup- 
planting other methods in the majority of cases. 

Infiltration anesthesia, with or without peripheral- 
nerve block, is the safest of all anesthetic methods. 
Some of its proponents claim that there has never 
been a fatality justifiably attributable to it. This 
is probably such an exaggeration as the use of the 
word “never” almost always implies in medicine. 
The procedure is not universally applicable, since 
neurotic patients are not favorable subjects, and 
unbiased observers are not infrequently impressed 
with its lack of complete efficiency. A modicum of 
special training and adept technic and sometimes 
a high degree of patience and tolerance on the part 
of both the operator and the patient are required. 
There is undoubtedly, however, a steadily increas- 
ing use of this method, and since the possibility of 
death or serious accident is almost completely 
negligible, this trend is indeed salutary. 


HEMORRHAGE 


The reduction of the danger of hemorrhage, which 
is actually the most frequent of the purely obstetric 
causes of puerperal death, continues along lines long 
since laid down. They include the following: better 
training in exact and early recognition of ectopic 
gestation, placenta previa and abruption of the 
placenta; less reliance on the outmoded packing of 
the uterus; a more intelligent search for the sources 
of bleeding in the various parts of the parturient 
canal and uterus; and the application of more 
definitive operative therapy to several of these 
sources when demonstrated; increasing knowledge 
and appreciation of the significance of Rh-factor 
incompatibility, not only concerning the health 
and survival of the fetus, but also regarding the 
dangers of an unfavorable transfusion reaction in the 
mother; and the inclusion of blood-group and Rh- 
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factor determination as a routine part of early pre- 
natal care. 

A further vital step in combating hemorrhage is 
increasing provision and improvement in the opera- 
tion of blood and plasma banks. A recent temporary 
augmentation of the resources of hospitals in this 
respect has been the release to them, through state 
agencies, of large amounts of dried plasma originally 
provided for the armed forces. Frequent difficulty 
in obtaining compatible blood from the standpoint 
of both blood-grouping and Rh-factor compatibility 
is being lessened by technical improvements in the 
preparation and storing of blood. 

The work of Dr. Diamond, of Boston, in such 
improvement is significant. The artificial neutrali- 
zation of the A and B agglutinins permits the pool- 
ing of blood compatible for all recipients so far as 
the basic blood groups are concerned. Such pooled 
blood may then be divided into two pools, depending 
on its Rh-factor characteristics. Selection of bloods 


for individual recipients then depends only on the 


Rh characteristics of the recipients. 

It is entirely possible that the more widespread 
determination of the titer of Rh antigens in Rh— 
recipients may further simplify this problem. The 
whole effect of these technical improvements, of 
course, is to save time in the administration of blood 
under circumstances in which time is a highly im- 
portant consideration. 

The blind unreasoning dependence on the ante- 
partum administration of vitamin K that ap- 
parently possessed so many members of the pro- 
fession only recently is being replaced, on the basis 
of objective studies of its results, by a saner realiza- 
tion of the limitations of this therapy. Thus, the 
naive statement heard not too long ago in one of 
the leading special societies, “We shall not worry 
about post-partum hemorrhage in the mother, for, 
of course, she has received vitamin K before labor,” 
is now recognized for its manifest absurdity. Even 
the efficacy of this agent in reducing infant mor- 
tality, either from hemorrhagic disease of the new- 
born or from bleeding on a traumatic basis, is open 
to serious question. 

These facts do not negate the present probable 
wisdom of using vitamin K in post-partum uterine 
inertia or in infants suspected of suffering from 
actual or potential hemorrhage. But it is only a 
possibly useful drug, not a miraculous substitute for 
other time-tried methods. 


TOXEMIA 


It cannot be said that there has been any 
significant advance in the knowledge of the 
pathogenesis of toxemia, in more satisfactory classi- 
fication or in methods of treatment whose objec- 
tives are fairly well standardized in spite of a wide 
variety of detail in the methods themselves. Nor 
is there any true prophylaxis for toxemia except 
that embodied in early institution and intensive 
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performance of prenatal supervision. Meticulous 
attention to all the details of hygiene, proper diet 
and vitamin balance should be embodied in this 
program. 

Clearer concepts of the necessary treatment of 
the toxemias, however, are emerging. The objects 
of such treatment are: conservation of maternal life 
from immediate hazard, conservation of fetal life 
and conservation of maternal health and long-range 
survival. The primary requisites to accomplish these 
objectives in the highest degree are early recog- 
nition of toxemia by presumptive and slight clinical 
evidence, prompt institution of the fullest regime 
for control of the disease when discovered and 
definite — if necessary, radical—control of the 
time the disease is permitted to persist. 

There is no degree of toxemia that is clinically 
negligible. Even occult edema suggested by any 
exorbitant weight gain should be considered, and 
treatment at once begun. More definite indications, 
even in only slight degree, require the fullest pro- 
gram of treatment, generally including hospitaliza- 
tion. Fulmination of severe toxemia is not always 
presaged by orderly progression from mild through 
recognizably severer forms. In a high percentage of 
cases eclampsia supervenes directly on pre-eclampsia 
of the supposedly mild type. 

The only definitive treatment of any form of 
toxemia is termination of pregnancy. As already 
pointed out, all the objectives of treatment depend 
for success on limiting the time that the toxemia is 
allowed to persist. Time of interrupting the preg- 
nancy is therefore of utmost importance. This time 
necessity often warrants radical means in preference 
to less certain and protracted methods. Cesarean 
section is sometimes appropriate on this basis alone. 
Such termination of pregnancy is surely salutary in 
reducing immediate maternal risk and has un- 
mistakably been shown to be equally valuable so 
far as the mother’s subsequent health and life ex- 
pectancy are concerned. It is not inimical (at least 
after the thirty-fourth week) to the baby’s chances 
of survival —the single hazard of prematurity is 
merely substituted for the many dangers from ab- 
ruption, suboxidation, malnutrition and perhaps 
direct toxicity. 

The single form of toxemia in which the foregoing 
considerations are not true is eclampsia, in which 
the seriousness of the clinical picture necessitates 
entire concentration on the medical treatment of 
the mother. The baby’s interest must be subordi- 
nated to hers. Abundant evidence proves that only 
rarely and under certain special conditions is the 
eclamptic mother’s interest served by deliberate in- 
terruption of pregnancy. 

Pre-existing hypertension represents only 4 
moderate immediate hazard to the pregnant pa- 
tient and the fetus, and virtually no remote hazard, 
provided superadded toxemia does not occur. Hence, 
all that has been said about the early recognition, 
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rompt and adequate treatment and timely termina- 

tion of pregnancy in toxemia applies with special 
emphasis in the hypertensive patient with super- 
imposed toxemia. 


SEPSIS 


The availability of the sulfonamides and of 
several antibiotic agents of high efficiency has 
greatly increased the resources of the obstetrician 
in treating the septic complications of pregnancy, 
labor and puerperium. 

Streptomycin, not yet generally available, ap- 
pears to promise great value in certain infections not 
amenable to other antibiotics. It is to be hoped that 
it may presently be released on a commercial scale 
and that similar agents may be forthcoming. 

It must be cautioned, however, that these valuable 
agents are not universally efficacious, even when 
culture studies appear to indicate them specifically. 
They must not be depended on to replace, or justify 
carelessness in, the surgical technics necessary and 
efficacious in preventing sepsis. The use of these 
agents in a prophylactic sense, or on a tentative 
basis lacking knowledge of specific bacteriologic in- 
dications, is debatable, but the uncertainty of bac- 
teriologic findings and the loss of time in determining 
them appear to justify such practice. 

The increasing recognition of the value of rather 
small, frequently repeated blood transfusions in 
the treatment of infective complications is wholly 
constructive. This method is occasionally limited by 
unfavorable reactions, however. Especially meticu- 
lous care is necessary in grouping and cross-matching. 


OBSTETRICS — COSGROVE 815 


The present interest, amounting perhaps to a 
craze, in the surgical treatment of thrombophlebitis 
and phlebothrombosis on the part of many surgeons 
is believed to have little support from the ob- 
stetrician. The rarity of puerperal death from em- 
bolism, the efficacy of other methods of treatment 
and the sometimes long-lasting serious sequelae of 
surgery seem to justify this attitude. 


* * * 


Finally, it is believed that there is a continuing 
and increasing trend toward what Dr. Willard 
Cooke, of the University of Texas, calls “‘rational- 
ism” in obstetrics. This is considered a better term 
than “conservatism” or “radicalism,” which are 
hard to define and often interchangeable. Perhaps 
the wish is father to the thought that this trend is 
wholly desirable. Rationalism includes such ob- 
jectives as Bingham’s fine phrase, “Keep the normal 
obstetric case normal,” and the principle that medi- 
cal and surgical complications of pregnancy should be 
appropriately medically and surgically treated, 
without interference with pregnancy. It does not 
embrace, on the one hand, blind confidence that 
pregnancy always is and will remain physiologic, 
or on the other, a baseless fear that pregnancy may 
not be successfully managed in the presence of almost 
any complication. Intelligent improvement in ob- 
stetric practice will be principally predicated on 
thoughtful individualization of cases on the basis of 
such rationalism. 


88 Clifton Place 
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THE DIAGNOSIS AND TREATMENT OF INFECTIVE HEPATITIS* 


Wituram C. Motoney, M.D.+ 


BOSTON 


eh ahaha hepatitis has been known chiefly as 
a disease of war, but it has been described fre- 
guently during the past three decades as a sporadic, 
endemic and epidemic disease occurring in civilian 
populations all over the world.“ During World 
War II an unprecedented pandemic of infective 
hepatitis occurred, and the increasing prevalence 
of this serious disorder in civilian practice makes it 
imperative to utilize the newer concepts of the 
disease and to apply the knowledge and experience 
gained during the recent conflict to the best diag- 
nostic and therapeutic advantage. 

It is impossible, in the present state of knowl- 
edge, to designate the disease by an accurate nomen- 
clature; in this paper infective hepatitis is used as 
a general term to include the sporadic and epidemic 
form (infectious hepatitis) and the parenterally 
transmitted disorder (homologous serum hepa- 
titis). In view of the modern concept of the path- 
ology of the disease, the term “catarrhal jaundice” 
should be discarded, not only because it is well 
established that many cases of infective hepatitis 
occur without jaundice but also because catarrhal 
jaundice has become synonymous with a benign and 
self-limited process, whereas there is increasing 
evidence that infective hepatitis is a serious and 
often treacherous disease.’ 


GENERAL CONSIDERATIONS 


In spite of the vast amount of material available 
and the intensive studies carried out in this country 
and abroad, knowledge concerning infective hepa- 
titis is still deficient, especially in the etiologic and 
immunologic aspects of the disease. In recent 
papers Janeway® and Paul® point out that the 
etiologic agent of infective hepatitis has never been 
seen, cultured or transmitted to laboratory animals. 
Since the agent passes through bacteria-tight filters, 
it has been considered to be a virus. It is stable, 
resisting heating to 56°C. for at least thirty min- 
utes, and withstands drying, freezing and the 
ordinary antibacterial preservatives. By means of 
experimental transfer in men, it has been shown 
that in the preicteric and early icteric stages of 
epidemic hepatitis the feces and blood contain the 
infective agent.” '° The blood of patients with 
serum hepatitis, in the incubation period and early 
icteric phase, has reproduced the disease in human 
volunteers when given by mouth and parenter- 
ally."-* There are also reports on the infectivity 


*Presented at the annual meeting of the Massachusetts Medical 
ciety, Boston, May 22, 1946. ae Se 
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of urine and nasopharyngeal secretions, but these 
studies await further confirmation.® ¥ 

Biopsy and autopsy material indicates that the 
essential pathologic process is a degeneration and 
necrosis of parenchymatous liver cells, with an in- 
flammatory reaction and cellular infiltration into 
the portal spaces and sinusoids.'® 4@ Usually, com- 
plete regeneration occurs, but fibrotic changes going 
on to classic cirrhosis have been described by Dible™® 
and others.!7 Fatal cases present the picture of 
acute or subacute yellow atrophy of the liver. 

Most investigators believe that serum hepatitis 
and epidemic hepatitis cannot be differentiated 
pathologically or clinically.'®8 Paul® and Janeway,® 
however, state that there are important differences, 
such as a lack of cross immunity and the fact that 
the infective agent is present in the stools of pa- 
tients with epidemic hepatitis and absent in those 
of patients with serum hepatitis. Epidemic hepa- 
titis is often spread by contact; serum hepatitis is 
rarely transferred in this fashion. Gamma globulin 
seems to be protective against the epidemic form 
but has apparently been ineffective to date in the 
prevention of serum hepatitis.'* From recent re- 
ports it is also noteworthy that the mortality in 
serum hepatitis is much higher than that in the 
epidemic type.® 2% 2 

At present it is not clear whether these forms of 
hepatitis are caused by the same virus, by different 
or attenuated strains of the same virus or by dif- 
ferent etiologic agents producing a similar clinical 
entity. 


CurnicaL ASPECTS 


Excellent and detailed descriptions of the clinical 
features of infective hepatitis have appeared in the 
literature.» % The disease typically has preicteric, 
icteric and convalescent stages, although some 
patients have jaundice as the initial complaint and 
in others icterus may not develop — the sine ictero 
group. 

The preicteric phase is usually of five to seven 
days’ duration, and there is frequently an acute 
febrile onset accompanied by a chilly feeling, head- 
ache, malaise, weakness, generalized aches and 
pains, anorexia, nausea and occasionally vomiting. 
Sporadic cases encountered in civilian practice may 
have an afebrile and insidious onset, resembling in 
this respect many cases of serum hepatitis. 

Physical signs are few; hepatic tenderness may be 
present, but enlargement and tenderness of the 
liver are likelier to occur just before or with the 
onset of jaundice. A most important diagnostic 
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point is the appearance of bile-stained urine, which 
is frequently observed by the patient before jaundice 
develops. 

The icteric phase averages two to four weeks, and 
when jaundice appears fever subsides and the 
gastrointestinal complaints are apt to become 
prominent. Anorexia, which is peculiarly severe, 
nausea and less often vomiting, epigastric discom- 
fort and pain in the region of the liver — especially 
on jarring, bending, rolling on the right side in 
bed and sometimes on coughing and deep breathing 
—are frequent and significant complaints. On care- 
ful examination the liver is often found to be 
enlarged and tender, and the spleen may be pal- 
pable. Jaundice as a general rule reaches a peak in 
about a week and begins to fade fairly rapidly. 
Soon after jaundice appears there is usually a re- 
markable amelioration of complaints, return of appe- 
tite and disappearance of the feeling of malaise. 
Abdominal discomfort, lassitude and other symp- 
toms may persist, but liver tenderness tends to 
subside and the liver gradually returns to normal 
size. 

In some cases icterus becomes progressively worse, 
a marked fetor hepaticus is noted* and the patient 
becomes restless, irritable and delirious. Coma, 
often with hemorrhagic manifestations, develops, 
and death from acute hepatic necrosis ensues. 

The convalescent phase, defined as the period 
following clearance of the jaundice and cessation of 
all signs of active disease, usually lasts about seven 
to fourteen days. Barker and his associates™ * 
have clearly pointed out that proper evaluation of 
recovery, especially regarding toleration of activity, 
is essential if relapse and chronic hepatitis are to 
be avoided. 


DiacnosIs 


Except in the presence of an epidemic, preicteric 
cases and those without icterus are not likely to 
be recognized in civilian practice. From the diag- 
nostic standpoint, a history of association with 
jaundiced persons or the administration of blood, 
plasma, serum and parenteral fluids is of great 
importance. Clinical findings — especially severe 
anorexia and nausea, tenderness over the liver and 
bile-stained urine — are also of particular signifi- 
cance. 

In civilian as in military life, jaundice in young 
people usually offers few diagnostic problems. Spo- 
radic cases of infective hepatitis in civilian life, 
however, may present serious diagnostic difficulties. 
White.2” 28 discussing diagnostic problems in the 
rresence of jaundice, emphasizes the fact that 
infective hepatitis can occur at any age; in his 
series of 500 cases of jaundice, there were 101 pa- 
tients with acute infective hepatitis, 60 per cent 
of whom were over thirty years of age. In an 
older and more heterogeneous group, greater possi- 
bilities exist for the occurrence of obstructive 





No. 23 INFECTIVE HEPATITIS — MOLONEY 817 


jaundice due to biliary-tract disease and cancer. 
In addition, the various toxic, chemical and nutri- 
tional factors causing hepatitis and cirrhosis are 
more frequently encountered. 

In an analysis of a personal series of 206 cases of 
jaundice in civilian practice, there were 82 cases 
of obstructive jaundice due to biliary-tract disease 
and cancer, and various forms of hepatitis and 
cirrhosis accounted for 124 cases, 42 of which were 
infective hepatitis. In 6 patients jaundice followed 
the administration of blood and plasma, 4 patients 
had associated with other jaundiced persons, and 
32 cases were sporadic. In the 32 sporadic cases, 
20 patients were over thirty-five years of age, and 
all but 1 of the severe cases and the 3 fatal cases 
occurred in patients over forty years of age. This 
agrees with the rather general impression that 
older patients do not stand liver damage so well 
as younger people, and Jones*® points this out in 
association with chemical liver intoxication. 

The most serious and practical problem in the 
treatment of the jaundiced patient is to decide 
whether the case is a medical or a surgical one.?” 2% 3° 
On the one hand, surgical intervention may save a 
life, whereas on the other, ill advised exploration 
may precipitate liver failure and death. The differ- 
ential diagnosis between hepatitis and extrahepatic 
obstruction due to common-duct stone or cancer 
rests fundamentally on a careful evaluation of the 
history and clinical aspects of the case. Of special 
diagnostic value are such factors as the mode of 
onset, the degree, duration and course of the jaun- 
dice, the presence, character and location of pain, 
the occurrence of anorexia and nausea, the size, 
character and tenderness of the liver and the pres- 
ence of an enlarged and nontender gall bladder or 
a palpable spleen. It has become increasingly evi- 
dent that jaundice due to obstruction is not a 
surgical emergency and that proper preparation of 
the patient and evaluation of liver function have 
greatly reduced the mortality of operative pro- 
cedures on the biliary tree. This increased period 
of observation, which has also allowed time for 
further study, constitutes in itself an important 
factor in limiting diagnostic errors. 

Clinically and from the laboratory standpoint, 
acute infective hepatitis and that due to various 
chemicals, drugs and bacterial toxins closely re- 
semble each other.*! Differentiation is usually diffi- 
cult and in some cases impossible unless there is 
evidence of exposure to the hepatotoxic factor. 
Fortunately, chemical injury to the liver is infre- 
quent as a general clinical problem, and the same 
principles of management can be applied to almost 
all forms of hepatocellular damage. 

A great deal has been written concerning the role 
of laboratory tests in diseases of the liver and the 
extrahepatic biliary tracts.22-8§ Although in them- 
selves not diagnostic, a group of relatively simple 
procedures, carried out repeatedly, contribute in- 











818 THE NEW ENGLAND JOURNAL OF MEDICINE 


valuable aid in diagnosis and in the evaluation of 
liver damage. 

In the preicteric stage and in cases of infective 
hepatitis without jaundice, the laboratory can be of 
special assistance. The demonstration of bilirubin*® 
and abnormal amounts of urobilinogen in the 
urine,*’-** positive cephalin-flocculation*® and 
thymol-turbidity*! tests and the abnormal reten- 
tion of bromsulfalein (as modified by Barker®) 
are the most significant laboratory findings. 

In the icteric stage of infective hepatitis the 
degree and course of jaundice can be followed most 
accurately by serum bilirubin determinations.“ The 
cephalin-flocculation and thymol-turbidity tests are 
positive with few exceptions in acute hepatitis but 
are usually negative in extrahepatic obstructive 
jaundice unless it is of long standing or associated 
with ascending disease of the biliary tract. The 
serial determination of urinary and fecal urobilinogen 
is one of the most useful laboratory aids in the 
detection of liver damage and in determining the 
character of obstruction.** 

A number of routine laboratory procedures and 
other liver-function studies may be utilized in 
special problems. Sometimes, as Watson* aptly 
states, “One might say that it was necessary to 
take a vote of the various functions of the liver 
in order to determine its ability to work as a unit.” 
In any event, the proper use and interpretation of 
laboratory tests in relation to a careful history and 
physical examination ensures a correct diagnosis in 
the vast majority of cases. 


PREVENTION 


Since the infective agent has been demonstrated 
in the stools of patients with epidemic hepatitis 
during the preicteric and early icteric phases and 
possibly in nasopharyngeal secretions and urine, 
patients should be isolated, and dish, bedpan and 
urinal precautions employed at least during the 
acute stage. Water-borne epidemics due to con- 
tamination of the water supply have been de- 
scribed in camps, and since ordinary methods of 
purification of water do not destroy the infective 
agent, precautions regarding proper camp sanitation 
. Should be strictly enforced.“ 

In this era of parenteral therapy, the increasing 
prevalence of serum hepatitis, which is by all 
accounts the most pernicious form of the disease, 
is a serious problem in civilian practice. It is now 
well recognized that the disease is transmitted by 
whole bload, plasma and serum, regardless of the 
manner of preservation. Janeway® and others*® 
have pointed out that greater opportunity for 
transfer of the infective agent is offered by large 
pools of plasma obtained from a number of donors 
than by blood or plasma from a single donor. The 
difficulty in eliminating potentially infective blood 
donors is obvious, since the infective agent is 
present in the blood long before clinical or labora- 
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tory evidence presents itself.® 2 Nevertheless, 
prospective donors showing any of the clinical or 
laboratory findings of infective hepatitis, as well as 
those who within a year have had jaundice or 
have been exposed to other jaundiced persons or 
who have themselves had blood, plasma or paren- 
teral therapy, should not be accepted. 

British investigators recently demonstrated that 
serum hepatitis can be transmitted by contaminated 
syringes.4® 47 This imposes the obvious duty in 
office, clinic and hospital practice of using only 
properly sterilized syringes for intramuscular, sub- 
cutaneous and intravenous work. 

The value of gamma globulin in the prevention 
of epidemic hepatitis has been well established, 4% 49 
and in civilian practice under epidemic conditions 
gamma globulin could be used. Recent reports in- 
dicate, however, that gamma globulin is not pro- 
tective against serum hepatitis.’® 

Oliphant®® has stated that ultraviolet radiation 
destroys the infective agent of serum hepatitis, and 
Grossman and Saward*® suggest that this method 
be utilized to practical advantage. If feasible, this 
form of radiation may solve an extremely vexatious 
problem. 


TREATMENT 


There is no specific therapy for infective hepatitis, 
but extensive clinical experience during the war 
has demonstrated the efficacy of intelligent medical 
care. 

It is universally recognized that adequate bed 
rest is essential. No hard and fast rules are possible, 
but on the average three to six weeks are required 
before the active phase of the disease is over. 
When jaundice has cleared and the liver enlarge- 
ment and tenderness have subsided, limited activity 
may be allowed and gradually increased over a 
period of seven to ten days. As Barker and co- 
workers” 2° have clearly demonstrated, the real 
test of recovery from liver damage is tolerance for 
activity. During convalescence, if there is a return 
of any signs of activity of hepatitis, manifested 
especially by tenderness or enlargement of the 
liver, further bed rest should be required. 

Liver-function tests may be employed to good 
advantage during convalescence. Clearing of bile 
and abnormal amounts of urobilinogen from the 
urine, absence of direct reacting serum bilirubin 
and normal excretion of bromsulfalein furnish the 
best laboratory evidence of recovery from acute 
infective hepatitis.” : 

In the present state of knowledge it is difficult 
to evaluate the specific role of various dietary 
factors in the treatment of acute infective hepa- 
titis. There is general agreement on the beneficial 
effect on the liver of large amounts of carbohydrate, 
and the value of a high-protein intake, especially 
one containing the essential amino acid, methionine, 
seems well established. @ Fats, specifically those 
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containing unsaturated fatty acids, have been lim- 
ited in the diet, but Hoagland® has recently ques- 
tioned the wisdom of this practice. Until further 
clinical and experimental data are available, a diet 
consisting of 350 to 500 gm. of carbohydrate, 150 
gm. of protein and 50 gm. of fat may be considered 
adequate. Protein may be increased by the addi- 
tion of supplementary feedings of methionine — 
substances rich in casein, such as cottage cheese, 
skimmed milk and various protein concentrates. 
When necessary, in vomiting or extremely sick 
patients, parenteral glucose, plasma, whole blood 
and purified human albumin® may be utilized. 
Since the effect of the administration of parenteral 
amino acids on the liver in acute infective hepatitis 
is still under investigation and since a few untoward 
reactions have been reported, the use of these 
products should await further study.™ 

The specific therapeutic indications and the exact 
dosage of vitamins necessary in acute infective 
hepatitis are unknown. Recent work indicates that 
large unbalanced doses of one or more of the com- 
ponents of vitamin B complex may be injurious to 
the liver. During the acute stage of the disease 
a reasonable therapeutic formula, modified after 
Jolliffe,5> seems to be the administration of 30 mg. 
of thiamine chloride, 10 mg. of riboflavin and 100 
mg. of niacin, 300 mg. of vitamin C, 50,000 units 
of vitamin A and 2000 units of vitamin D. 

To date the results of therapy with choline chlo- 
ride and methionine in acute infective hepatitis 
have been equivocal,®* 57 and until more data are 
available methionine contained in high-protein 
diets seems to be an adequate and practical source 
of this expensive amino acid.® 


SUMMARY 


Under the term “infective hepatitis,” two acute 
types are discussed: epidemic (and sporadic) hepa- 
titis, transmitted in all probability by the intestinal- 
oral route; and serum hepatitis, transferred paren- 
terally. Although these forms of hepatitis are alike 
pathologically and clinically, certain differences are 
summarized; since the infective agent has not been 
actually isolated, it is not clear whether the disorders 
are caused by the same or different etiologic agents. 

The clinical and laboratory features of acute in- 
fective hepatitis are discussed, and it is pointed 
out that, contrary to military experience, cases 
encountered in civilian life may present serious 
diagnostic problems. . 

Prevention of infective hepatitis presents many 
difficulties, but certain preventive measures are of 
importance, especially in the parenteral transfer of 
serum hepatitis. 

There is no specific therapy for infective hepati- 
tis, but a program of adequate bed rest and proper 
diet is effective in the management of the disease. 
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Acute infective hepatitis is becoming more preva- 
lent in civilian practice. It carries with it a serious 
morbidity and is probably an antecedent factor 
in chronic liver damage and cirrhosis more fre- 
quently than it is realized. The disease is treach- 
erous and, at times, fatal, especially in old and 
debilitated patients. 
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SOME OBSERVATIONS ON THE RECENT FOOD-RATIONING PROGRAM* 


N March 1, 1943, this country entered a revo- 
lutionary period in its history, for on that day 
it embarked on a food-rationing program that was 
to last two and three-quarter years, and on which 
the final word has not yet been spoken. Then, as the 
Journal of the American Medical Association phrased 
it, “the public’s traditional peacetime latitude of 
dietary choice, limited only by ability to pay, was 
abruptly curtailed,” and the Office of Price Ad- 
ministration became the official agency to adminis- 
ter the new program of point rationing. 

Sugar, a luxury article of diet, had already been 
rationed for nearly a year; at the present time, nine 
months after V-J Day, sugar is the only rationed 
food, although the balance between supply and de- 
mand of other foods is still far from satisfactory, 
even in this food-producing country, and countless 
millions of the world’s inhabitants face the worst 
famine in history. 
be Almost immediately, when rationing went into 
ee effect, the problem was encountered of consumers 
who were unable, or who considered themselves 

unable, to subsist on the allotted rations and claimed 

special consideration because of “‘medical necessity.” 
Py Extra allowances for those who required them on 
the grounds of sickness were accordingly granted 
on a physician’s certification of necessity, but the 
subsequent avalanche of requests showed the need 
for some method of controlling this dietetic en- 
thusiasm. It became apparent that medical panels 
would be needed to sift the applications, to advise 
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the administrative authorities on the apparent jus- 
tice of the various claims and to aid the medical 
profession in its own task of selecting patients and 
physical conditions that might require a tempering 
of the rules necessitated by the national emergency. 
Logically, the state director of the Office of Price 
Administration sought the help of the president of 
the Massachusetts Medical Society, who appointed 
a committee to aid the district rationing officer in 
May, 1943. On the national level the Office of Price 
Administration called on the National Research 
Council for assistance, and the Subcommittee on 
Medical Food Requirements was appointed within 
the Division of Medical Sciences. This committee 
was organized in April, 1943. Its recommendations 
were published in the Journal of the American 
Medical Association’ in October and were accepted 
by the Office of Price Administration on March 30, 
1944, thirteen months after the advent of the ra- 
tioning program. However fine the mills of the gods 
may grind, they certainly grind exceeding slow. 
The subcommittee was fortunate in having had 
the precedent of the Special Diets Advisory Com- 
mittee of the British Medical Research Council to 
guide it to some degree. The British program 
worked well, but certain fundamental differences 
existed between the British situation and our own. 
Great Britain depends largely on the importation 
of food, and during the war the Ministry of Food 
owned some 98 per cent of the imported supply. 
Furthermore, Great Britain is geographically small 
and thickly settled, with relatively uniform dietary 
habits. The United States, on the other hand, is 
primarily a food-producing country with a mixed 
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population of diverse dietary habits and with great 
sectional differences in the types and amounts of 
foods available. In this country, moreover, we ex- 
perienced an almost complete immunity to the 
hazards of war and the experiences of any noticeable 
hardships due to it, which certainly affected the 
attitude of our population toward its inconveniences. 
England’s food-rationing program may have been 
stricter, but ours was undoubtedly more difficult to 
administer. 

The Subcommittee on Medical Food Requirements 
recognized eleven conditions or groups of conditions 
that might reasonably require extra rations, and 
prescribed the upper limits of rationed foods that 
might reasonably be granted under the conditions 
existing in 1943. This list consisted of diabetes mel- 
litus, active tuberculosis, chronic nephritis of the 
nephrotic type, cirrhosis of the liver, severe hepatitis, 
chronic ulcerative colitis, chronic suppurative 
diseases, sprue, obstructive gastrointestinal lesions, 
high intestinal fistulas and severe burns. No medical 
reason for any extra allotments of sugar was recog- 
nized, and it was even recommended that diabetic 
patients asking for additional rations forfeit their 
sugar allowance. 

Another point emphasized by the committee — 
and this deserves special attention — was that its 
recommendations were intended only as a guide 
and should not be allowed to “‘vitiate the scien- 
tifically necessary flexibility inherent in any wise 
system of rationing for the sick.” The desirability 
of medical-appeal committees was also noted. 

It is obviously impossible to determine how much 
rationed food any person may require without know- 
ing first how much and what types of unrationed 
foods are available. When it is realized that the 
availability of unrationed foods varied from time 
to time and from place to place, that certain types 
of foods went on and off the ration lists, that point 
values were subject to frequent change and that 
human beings vary in their needs and capacities in 
disease as well as in health, it is understood how in- 
accurate rationing is at best, and how great is the 
need of flexibility in the system. 

Stare,? nevertheless, in a lecture in 1943, showed 
how easily the average diet could be balanced, based 
on the traditional 70 gm. of protein a day and on a 
weekly meat ration of 840 gm., or approximately 
134 pounds. 

The committee of the Massachusetts Medical 
Society appointed to aid the district rationing officer 
was one of the first in the field, and from the begin- 
ning of its duties until now, when, it is fondly hoped, 
the duties are nearing their end, it has enjoyed the 
utmost co-operation from the Regional Office of 
Price Administration. 

With little available precedent to follow when it 
first assumed its duties, the committee sought advice 

from various authorities in different branches of 
medical practice. The standards established for 
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diabetic patients, by far the most numerous group 
requesting extra allotments, were accepted as 
standards for most groups, and seemed to be in 
general satisfactory. These consisted of 32 pounds 
of rationed processed foods and 40 pounds of ra- 
tioned meats and fats in total, including the normal 
basic allotment, for a two-month period. This al- 
lowance, which at that time practically doubled 
the basic rations, was found to be consistent with 
the allowances suggested by the Subcommittee on 
Medical Food Requirements when these recom- 
mendations made their appearance. 

Local rationing boards were given the privilege of 
granting up to these maximum amounts on cer- 
tificates of necessity properly filled out by regis- 
tered physicians, and all other requests were re- 
garded as those that should properly be reviewed 
by the medical committee. Since the number of 
certificates thus honored rose to an alarming degree, 
however, the Office of Price Administration limited 
to diabetes and active tuberculosis the conditions 
for which boards could grant requests, within the 
quantitative limits established by the medical com- 
mittee. 

A cause célébre was furnished late in 1943 by the 
application of a defense plant for extra meat allow- 
ances for several hundred of its employees. The 
certificates presented for each of these men, who 
worked long hours at the open forge and in the heat 
treatment of metal, was for 3 pounds of rationed 
meat a day, on the basis of undue fatigue and ex- 
treme loss of weight. At that time the basic weekly 
ration was approximately 134 pounds of meat, fats 
and oils. It is, of course, absurd to maintain that a 
diet adequate for a stenographer should also be 
adequate for a steel worker. Such a policy may be 
democratic, but it is not equitable. It seemed to the 
medical committee, however, equally absurd that 
the steel worker should require over fourteen times 
as much rationed meat as his fellow patriots. 

This problem was studied by the Harvard Fatigue 
Laboratory, the State Department of Labor and In- 
dustry and the War Food Administration, which 
found that no supplemental ration need be supplied 
because of a consumer’s occupation. Subsequently, 
the Office of Price Administration made provision 
for workers in industry by permitting employers 
to set up in-plant feeding operations where more 
generous per-capita allowances were made than 
obtained in commercial restaurants. 

The scope of the advisory committee’s functions 
increased, perhaps because of its own lack of sophis- 
tication in failing to escape added responsibility. 
Having been appointed in May to aid the district 
rationing officer, it found in October that the dis- 
trict had been enlarged to include all the Com- 
monwealth; shortly thereafter, the district office 
was merged with the regional office, and a committee 
appointed by the president of the Massachusetts 
Medical Society soon found itself, vicariously, also 
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advising on the rationing difficulties of the four New 
England states that had failed to provide themselves 
with committees of their own. In August, 1944, it 
became, in addition, part of a larger committee or- 
ganized to aid the War Food Administration in con- 
trolling the cream situation. 

In the meantime, however, local committees were 
being appointed in strategic localities, largely 
through the good offices of the War Participation 
Committee of the Society, until eventually Brock- 
ton, Brookline, Haverhill, Lawrence, Lowell, New 
Bedford, Newburyport, Pittsfield, Springfield and 
Worcester, were thus more or less autonomously 
served. As time went on, Maine, INew Hampshire 
and Connecticut also established medical panels 
along a similar pattern. The Rhode Island office 
had been working successfully with the state medical 
society since the early days of rationing. 

The population of Massachusetts at the time of 
the 1940 census was 4,374,000. Of this population, 
13,500 persons were known to be receiving supple- 
mental rations in September, 1944, and 18,898 in 
September, 1945, or less than 0.5 per cent. The rate 
of distribution of these extra rations showed the 
highest population percentage thus favored to come 
from cities of 15,000 to 25,000 population, with 0.5 
per cent of the inhabitants in the privileged class, 
and the lowest receiving second helpings to come 
from cities of 5000 to 10,000, with only 0.2 per cent. 
Most of the acute rationing problems seem also to 
have come from the cities with 15,000 to 25,000 
population. The Regional Office, from May, 1943, 
through August, 1945, processed 16,290 applica- 
tions, of which about half were individually reviewed 
by the committee and the rest according to sugges- 
tions emanating from the committee. 

It is also a matter of interest to learn that, after 
the virtual end of rationing, when the affairs of most 
of the local boards had been wound up, over 2000 
unsuspected beneficiaries of extra sugar allotments 
turned up at the regional office for renewal of their 
unauthorized certificates. 

Various factors in the food-rationing program 
created confusion and added to the difficulties of its 
administration. For those not infrequent persons 
who are ordinarily unable to clear the hurdle of 
counting their change after a purchase, the use of 
two forms of currency, points and pence, to be ap- 
plied to pounds and ounces was almost more than 
could be endured. The frequent shifting of point 
values as different types of food became more or less 
available affected the extra allowances that were 
necessary to balance the various diets of ‘“‘medical 
necessity.” The inclusion of meats and fats on the 
same ration lists may have simplified the book- 
keeping of the program, but it made no sense when 
the balancing of a diet was contemplated. Life may 
simply have been rendered more piquant to the 
average housewife when she was made to choose 
between beefsteak and butter, but the two forms of 
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food had quite different meaning for the diabetic 
patient. 

The one distinguishing feature of all processed 
foods was that they had to be preserved in some way, 
from canning to drying, and with fresh fruits and 
vegetables usually available, it soon became ap- 
parent that their value and desirability was rather 
an economic than a medical one. Actual justice 
based on individual merits was scarcely more evij- 
dent in rationing than under a free economic system 
alone. The infant from the moment of birth, as a 
potentially free citizen of a country determined to 
be free, was given the same number of ration points 
as a manual laborer or a seasoned politician. The 
family of twelve had infinitely more variety in its 
point purchasing power than the spinster alone in 
her one-room apartment. The poorest farmer could 
live better than the richest banker, if the Jatter 
refused to patronize the black market. 

Various abnormal physical conditions recurred as 
bases for extra-diet requests, and this committee 
believed that it was justified in departing, not in- 
frequently, from the path marked out by the Sub- 
committee on Medical Food Requirements. Con- 
sideration was given to severe anemias of any type, 
to ulcer either recently postoperative or with recent 
hemorrhage, to allergy if specific clinical mani- 
festations substantiated the request, to pregnancy 
in the latter half of the period of gestation, to rheu- 
matoid arthritis with hypoproteinemia, weight loss 
or anemia, to malaria only on the basis of severe 
anemia and to demonstrated hypoproteinemia. 
Hypoglycemia, on the basis of recent advices, was 
usually considered to justify extra protein rations, 
rather than extra sugar. Nephrolithiasis came to be 
used as a basis for extra protein to produce an acid- 
ash diet, and the Schemm high-protein diet was 
recognized as of value in the treatment of heart 
disease with congestive failure. Whenever a ques- 
tion of policy arose, it was the custom of the com- 
mittee to consult with recognized authorities. It 
was frequently necessary to return applications for 
more specific information than had been given — 
for example, with the patient who was stated to be 
allergic to all unrationed foods. 

Extra evaporated milk, on the red-point list 
with meats and fats, was frequently requested for 
infants but was rarely granted, since the basic 
allotment of points covered the recognized milk 
requirements for normal babies. 

Rations were requested at one time or another 
for practically all known diseases and in all imagi- 
nable quantities. The program, indeed, furnished the 
ideal example of the universality of headache as a 
symptom of all diseases —only it was the com- 
mittee that had the headache. Such requests were 
made as the following: 14 pounds of meat a week for 
a child for normal growth; 7 pounds for the treat- 
ment of frequent colds; 4 pounds for the treatment 
of heartburn; and 2 pounds for the treatment of 
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hoarseness. (The opportunity for a pun is obvious, 
but a pun is still considered the lowest form of 
humor.) Other requests included 1 pound of proc- 
essed foods and 31 of meats and fats a week for a 
patient with hemiplegia; 40 pounds of processed 
foods and 12 of meats and fats for another with 
hypertension ; 31 pounds of processed foods and 
none of meats and fats for a pyelonephritic patient 
with renal calculi; 9 pounds of processed foods and 
no extra meats and fats for a patient with duodenal 
ulcer; and 12% pounds of meats and fats and none 
of processed foods for another with the same disease. 
Too often, no rhyme or reason could be discovered 
for the types or quantities of foods solicited. 

This particular committee of the Society believed 
that its functions were to advise and not to police, 
to make exceptions to any specific policy when a 
reasonable doubt seemed to exist in any given case 
and to err on the side of possible indulgence to pre- 
vent injustice, and yet to protect the interests of the 
majority. Our experiences also led us to believe 
that actually few persons could not have subsisted 
comfortably on their basic allotments, procured with 
reasonable intelligence, regardless of the disease. 

Our observations further taught us that a dan- 
ger is inherent in bureaucratic institutions, a propen- 
sity that must be curbed to regiment one’s fellows 
and to derive satisfaction and a sense of duty done 
from the exercise of authority. 


* * * 


Certain conclusions based on our food-rationing 
experiences seem warranted. It is apparent that 
many, perhaps the majority of physicians are not 
well grounded in dietetics, particularly regarding 
the role and the quantitative application of the diet 
in disease. This fault is presumably one of basic 
medical training. At the same time, we must face 
the probability that wide gaps still exist in the avail- 
able knowledge of the role that diet plays in disease. 
It is conceivable that some of the ideas that tradi- 
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tion has fixed strongly on us may at some future 
time be discredited. We must moreover accept the 
possibility that pressure that is hard to resist is 
not infrequently put on the physician to induce him 
to sign statements that may not entirely accord 
with his better judgment. 

Many persons who are faced with the responsibility 
of marketing have little knowledge of this domestic 
function, of food values or of the planning of diets. 
Much more assistance should be made available to 
the public; nutrition centers should be one of the 
important municipal enterprises. 

The value of fortified oleomargarine as an accept- 
able table fat has been demonstrated, and it should 
be allowed by law to compete on more nearly equal 
terms with other fats used for the same purposes. 
During the rationing period this committee accepted 
the point value of margarine as its standard for table 
fats. 

There is justification. for believing that occu- 
pational and perhaps other qualifications should be 
allowed to affect strict rationing principles. In the 
face of total war, the policy of lavish provision for 
military personnel at the expense of the civil 
population deserves reconsideration. 

The war and subsequent events have brought to 
the fore some of the problems that had previously 
existed concerning the dangerously large and grow- 
ing world populations and their source of food. The 
consumption of an abundant food supply by favored 
groups and nations while others starve may never 
again be permitted; some degree of food rationing 
will be perpetually necessary if Nature’s stern laws 
are to be held in abeyance, and if succor is to be 
given those who else would fain have filled their 
bellies with the husks that the swine did eat. 
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TUBERCULOSIS CASE FINDING* 


Joun A. Fotey, M.D.,f anp Joun B. Anposca, M.D.} 


BOSTON 


HE continuous decline in the mortality and 
morbidity from tuberculosis since the begin- 
ning of the century has been most gratifying. 
Comparison of present rates with those of preceding 
years has engaged the attention of all public-health 
and allied workers. 

Less publicized and perhaps less understood gen- 
erally are the facilities now available for case find- 
ing as compared with those of twenty-five years 
ago. At that time no well organized plan or agencies 
for intensified case finding existed. The major ques- 
tion was not where or how to look for additional 
cases but what to do with the known cases. The 
hospital beds were far from adequate. The case- 
finding work that was done in some of the larger 
communities consisted for the most part in physical 
examination of the chest and laboratory examina- 
tion of the sputum. Few, if any, clinics were pro- 
vided with or had access to x-ray equipment, and 
the equipment itself had not reached the stage of 
development that made x-ray study of the chest in 
appreciable numbers of cases practicable. Even 
when x-ray service was available, it was always 
employed to substantiate a diagnosis already con- 
firmed by physical or laboratory examination. As 
the knowledge for the care of tuberculosis increased 
and improvement of x-ray equipment developed, 
interest in case finding among contacts of known 
cases began to be manifest. 

For a period of several years the tuberculin test- 
ing and x-ray examination of thousands of children 
and high-school students was perhaps the most 
vigorously promoted phase of the program of 
tuberculosis control. The splendid attention chil- 
dren received as a result of this activity yielded 
valuable information and focused the investigation 
on what is known as primary tuberculosis. These 
studies showed the remarkable ability of the ma- 
jority of children to bring primary tuberculosis 
under satisfactory control. 

Increasing interest in the control of tuberculosis 
in college students is due in large part to the co- 
operative efforts of the Tuberculosis Committee of 
the American Student Health Association and col- 
lege authorities. The number of colleges and uni- 
versities with case-finding programs has increased 
from six to over three hundred in the past fifteen 
years. As a result of such routine programs in 
colleges, between 700 and 900 new cases of tubercu- 
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losis have been diagnosed annually during the past 
several years. 

The aim of any well managed and effective con- 
trol program is early case finding by mass x-ray 
examination, which has been of tremendous value 
in the study of thousands of workers in industrial 
plants and business offices. A splendid example of 
how industry and labor can co-operate in early 
tuberculosis case finding was the recent mass x-ray 
examination of 100,000 fur workers and their 
families in New York City. The survey was the 
culmination of months of intensive educational work. 
The unions mailed posters to all the shops, dis- 
tributed handbills among workers and _ included 
information in every meeting notice. If this record 
can be accomplished in one industry in a com- 
munity it can certainly be duplicated in others. 

The release of information on tuberculosis by 
Selective Service boards after mass x-ray study of 
all inductees showed what can be accomplished in 
discovering early tuberculosis. The survey pointed 
out that 90 per cent of the men rejected for tubercu- 
losis had minimal disease, whereas almost 90 per 
cent of the patients admitted to most of the sana- 
toriums in this country have advanced disease. 

The recent appreciation of the fact that adults, 
rather than children, are chiefly responsible for the 
spread of tuberculosis is why control programs are 
focused on older age groups. Public-health laws 
should insist on the mass x-ray examination of all 
schoolteachers, food handlers and domestics —a 
surprising number of food handlers, such as cooks 
and waiters, are admitted to sanatoriums. Tubercu- 
losis is found more frequently in certain occupations 
than in others. The danger of silicosis and tubercu- 
losis is well known, and much has been done to 
control the hazard of silica dust. 

Student nurses and physicians are often exposed 
to massive infection in their daily duties. This 
problem has only recently been recognized in its 
relation to the general hospital or to the institution 
for the mentally ill. Every patient admitted to a 
general hospital should have an x-ray examination 
of the chest. In this manner, many new cases of 
tuberculosis could be discovered. If these cases 
could be detected on admission, it is quite reason- 
able to believe that the prevalence of tuberculosis 
among medical students and nurses would be 
greatly reduced. 

X-ray films of inmates of mental hospitals should 
be taken from time to time, for recent reports have 
shown a high incidence of tuberculosis; these pa- 
tients are a source of extreme danger not only for 
other inmates but also for the attendants. Surveys 
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from various prisons have also repeatedly shown a 
high prevalence of tuberculosis among such groups. 
The confinement and frequent overcrowding of these 
institutions offer an excellent opportunity for spread 
of the disease, and since many prisoners are later 
discharged to their homes and community, the 
dangers are obviously great. 

Despite an unprecedented high average income, 
there are still many people in the low-income group, 
and it appears that the Negro remains at the bottom 
of the scale. The result is that among Negroes of 
twenty to thirty-five years of age, 1 in every 3 
deaths is due to tuberculosis. Surveys have also 
shown that there is a high'prevalence of tubercu- 
losis among the Chinese and Polish groups. Poverty 
and tuberculosis go hand in hand, and a family 
fairly well off before tuberculosis strikes is often 
reduced to dependency when the wage earner enters 
the sanatorium. 

It is an accepted fact that decent housing, an 
adequate diet and just wages for acceptable stand- 
ards of living are necessary to keep down the 
tuberculosis rate. There is no doubt that a potent 
factor in the remarkable reduction in the tubercu- 
losis mortality in this country over the past fifty 
years is the improved living conditions that have 
prevailed. If the disease is to be further eradicated, 
greater effort will have to be made to abolish slum 
areas and crowded tenement districts. A geographic 
survey of Boston undertaken by the Health De- 
partment showed that the highest incidence of 
tuberculosis is found in the crowded districts of 
the South End, West End, Roxbury and South 
Boston. 

Industry must play its part if a reduction in the 
morbidity and mortality of tuberculosis is to be 
realized. A pre-employment examination, including 
an x-ray film of the chest, should be required. 
Well established standards for ventilation, sanita- 
tion, health education, personal hygiene and fair 
wages should be enforced. 

The tremendous economic and financial burden 
on the taxpayer when long hospitalization is in- 
volved is not fully realized by the general public. 
According to the National Tuberculosis Association, 
the economic loss to the family and community, 
in addition to the cost of treatment, amounts to 
$10,000 for each death from tuberculosis. The 
number of deaths in the community multiplied by 
this figure will give the financial loss from tubercu- 
losis during any year. Case finding is a sound 
investment on the part of any community. The 
earlier the case is diagnosed, the shorter the period 
of hospitalization. In addition, the number of cases 
will be definitely reduced, for the early segregation 
of the patient prevents spread of the disease to 
the family and the community. 

The opportunity of practicing physicians to find 
cases of tuberculosis is unquestionably greater than 
that of any agency, in view of the many patients 
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that pass through their hands. It is regrettable 
that, time and again, patients are admitted to 
sanatoriums with far advanced tuberculosis after 
having been under treatment for months for chronic 
bronchitis. It is a safe policy for the physician to 
insist on an x-ray film of the chest in every case in 
which a patient’s cough persists for more than two 
weeks. There are some physicians who, despite a 
cough lasting for months, will not order an x-ray 
examination until abnormal sounds are heard in 
the chest. Any physician who waits to make a 
diagnosis of tuberculosis by auscultation imposes 
a grave responsibility on himself —9 out of every 
10 cases by that time are in the advanced stage. 
It is no credit to a physician when a patient or 
the family suggests, and even sometimes demands, 
an x-ray film of the chest after numerous cough 
mixtures have failed and then to find, to his sur- 
prise, existing tuberculosis. 

Again, the physician will find it advantageous to 
insist On an x-ray examination of the chest every 
six months on all diabetic patients. The high inci- 
dence and rapid spread of tuberculosis in diabetic 
patients are well known. It is further recommended 
that a chest x-ray film be taken in all cases of 
pneumonia approximately three months after the 
patient has fully recovered from the illness, since 
it has been shown on numerous occasions that an 
attack of pneumonia has been the responsible agent 
in lighting up an old inactive tuberculous lesion. 

Any board of health has a responsibility for those 
unable to obtain the services of a physician and also 
a responsibility to the physician to provide diag- 
nostic facilities. Boston is fortunate in having an 
efficient and well managed health department that 
provides examination of the sputum, tuberculin 
testing, x-ray study and consultation services. This 
service is free, and the physician should make every 
possible use of it. The inability of the general 
practitioner to recognize the disease in the early 
stage seriously retards the eradication of tubercu- 
losis. 

The physician should be educated to the necessity 
of reporting all cases of tuberculosis to his board 
of health as soon as the diagnosis is established and 
should not wait to do so on the death certificate. 
Early notification is of the greatest importance in 
any control program. During the past year there 
were 411 fatal cases of pulmonary tuberculosis in 
Boston. Of this number 96, or 20 per cent, were 
reported after death. It does not take much im- 
agination to see that no program will progress if 
20 per cent of the cases of tuberculosis are reported 
after death. 

Those engaged in tuberculosis work have long 
realized the deficiencies in the training of family 
physicians in the diagnosis and treatment of tubercu- 
losis. A regularly scheduled course of lectures should 
be made available to all practicing physicians in the 
community. Such schedules can best be arranged 
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through the district medical society. It is safe to 
say that a good number of general practitioners do 
not even know what the inside of a sanatorium 
looks like. The physician should certainly avail 
himself of the opportunity to visit the nearest sana- 
torium from time to time and see for himself what 
is being done for the patient with tuberculosis. 

Medical schools should avail themselves of the 
best and most effective method of teaching the 
essentials of diagnosis and treatment of tubercu- 
losis. It is unfortunate that the great majority of 
graduates of medical schools do not have a suffi- 
cient understanding of tuberculosis. This situation 
seems to be due to the fact that the medical grad- 
uate is often told that tuberculosis is a waning 
disease that will completely disappear in a few 
years; medical students twenty-five years ago heard 
the same story. There is no doubt that tuberculosis 
is still the most serious health problem confronting 
any state or community. One cannot overlook the 
fact that there are still about 500,000 cases in the 
United States, that tuberculosis is the leading cause 
of death between the ages of twenty and forty 
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and that on the average nearly 60,000 persons die 
of tuberculosis every year. 

The public must be constantly and increasingly 
educated in the danger and contagiousness of tuber- 
culosis. When the disease strikes a member of a 
family, interest is aroused, but even then the mem- 
bers frequently fail to heed the danger that threatens 
them. The motion-picture industry could and 
should play an important role in the production of 
films available not only for teaching purposes but 
also for impressing on the public the value of tuber- 
culosis case finding. 


* * 
‘ 


It is obvious that the crux of any program of 
tuberculosis control is early case finding by mass 
x-ray study and immediate segregation of the pa- 
tient until he is well enough to return to his family 
and community. If a reduction in the mortality 
and morbidity from tuberculosis is to be achieved, 
the full support and co-operation of the general 
practitioner, the public, industry and public-health 
agencies are absolutely essential. 





MEDICAL PROGRESS 


PHYSIOLOG Y* 
Hesse. E. Horr, M.D.t 


MONTREAL, CANADA 


A CONSIDERATION of current publications 
that describe physiologic investigations carried 
out under the impetus of war suggests that, in this 
field as in others, greater progress was made in the 
application of known basic principles than in the 
discovery of new material. This is not, however, 
entirely the case. Thus, the pharmacologic screen- 
ing of thousands of previously untested toxic com- 
pounds for potential value as chemical-warfare 
agents has uncovered many that hold promise as 
therapeutic agents or as tools in future physiologic 
investigations.! The great practical advance in the 
production of radioactive material will certainly be 
of inestimable value in the study of the biologic 
relations of these substances.2~ Undoubtedly, the 
war has also hastened the recognition of the essen- 
tial unity of psychologic and physiologic processes 
and the appreciation of the importance of psycho- 
somatic relations in disease. Some of these are 
briefly reviewed. 


OBESITY 


The recent report by Levy, White, Stroud and 
Hillman® on the increased incidence of cardio- 
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vascular disease associated with obesity in a study 
of 22,000 officers in the Army adds further evidence 
to the accumulating data pointing toward the un- 
favorable influence of obesity on length of life.® It 
may of course be argued that obesity and cardio- 
vascular disease represent two manifestations of a 
single etiologic factor operating through some 
genetic or psychosomatic mechanism and that con- 
trol of the obesity has less than the expected in- 
fluence on the cardiovascular system. The common- 
sense view of the matter, however, seems to be that 
since obesity requires an increase in metabolism to 
maintain itself and therefore demands an increased 
cardiac output, it is only reasonable to suppose that 
this constant additional strain proves harmful in 
the long run, especially when for some other reason 
the efficiency of the cardiovascular system is re- 
duced. Metabolic studies in obese patients tend to 
discount the presence of any important alteration 
in metabolism in the great majority of cases.’ 
Obese patients in general do not show a lower 
energy expenditure than normal persons of the same 
height, age and sex; on the contrary, their total 
expenditures of energy are greater. If they are 
placed on a low-calorie diet and their weight deter- 
mined over a long period, they do not fail to show 
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an appropriate loss in weight. Apparently, in many 
cases, such loss of weight is masked for as long as 
nine or ten days by a compensatory gain in body 
water, which is eventually lost, revealing the true 
body weight. There is also little evidence for the 
popular view that obese persons have a more effi- 
cient digestive mechanism that enables them to 
extract from their food a higher percentage of 
nutrient material. 

It has also been suggested that adiposity is caused 
by a hereditary trait of the adipose cells by which 
they are enabled to accumulate excessive amounts 
of fat and retain it despite starvation. This sugges- 
tion has been disposed of by Newburgh.* Obese 
persons were shown to be able to release fat into the 
blood when placed on a starvation diet, and the 
fasting respiratory quotients in fat persons were 
found to be lower than those in normal controls, in- 
dicating that fat was being used for energy pur- 
poses. According to Conn,’ abnormalities of the 
endocrine system, which affect adipose tissues, are 
more closely related to distribution than to excessive 
accumulation of body fat. The search for metabolic 
aberrations that could lead to obesity has there- 
fore not been fruitful. The accumulation of fat ap- 
pears in most cases to be the result of an overall in- 
take of energy that has exceeded the total dissipa- 
tion of energy by the body, with the result that the 
excess energy has been stored in the form of fat. 
The fundamental fault therefore seems to be largely 
an excessive desire for food. This factor is suggested 
also by the careful study of Danowski and Winkler® 
on the long-term management of obese patients. 
Neither the central nervous system nor endocrine 
factors were significantly involved in the 141 pa- 
tients included in their study, and in most cases it 
was found possible to effect weight reduction by re- 
striction of the caloric intake. In almost all cases, 
however, there was a failure to maintain weight 
reduction, and the authors emphasized the difficulty 
of effecting significant changes in the dietary habits 
of their patients. 

A number of recent studies threw light on the im- 
portant question of overeating or, for that matter, 
undereating. Basically, eating is instinctive, and it 
is not surprising, therefore, that there are strains of 
mice in which overeating and adiposity are heredi- 
tary and appear to be associated with a single gene 
that is identical with the one responsible for yellow 
color in mice.® 1° Severe and prolonged insulin hypo- 
glycemia in mice leads to overeating and obesity,’ 
and hypoglycemia in man™ ® also results in excessive 
eating and gain in weight. In 5 of the 6 cases pre- 
sented by Rennie and Howard" a gain in weight was 
a striking phenomenon —the result of frequent 
eating to relieve the hypoglycemia. 

One of the most fruitful approaches to the problem 
of obesity is the study of its association with the 
hypothalamus. The earlier experimental workers 
in this field were more impressed with the role of 
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the hypophysis, and a measure of evidence still im- 
plicates this organ. Thus, in the experiments of 
Heinbecker, White and Rolf® on experimental 
obesity in the dog, it was found that either removal 
of the hypophysis or production of a lesion of the 
hypothalamus, resulting in partial or complete 
destruction or denervation of the paraventricular 
nuclei of the hypothalamus, caused obesity. The 
additional bilateral destruction of the supraoptic 
nuclei enhanced the rate of development of the 
obesity. The maximum degree of obesity followed a 
properly placed hypothalmic lesion without removal 
of the hypophysis, but following such a lesion a 
diminution and degeneration of the basophil cells 
of the hypophysis occurred. The enhanced rate of 
development of obesity occurring with damage to 
the supraopticohypophyseal system is of interest 
inasmuch as this nervous pathway is responsible for 
the control of the antidiuretic-hormone-forming 
tissue of the hypophysis and because diabetes in- 
sipidus resulted when it was cut. Obesity may, 
however, be produced without the participation of 
the hypophysis, as shown by the experiments of 
Hetherington and Ranson,“ who placed lesions in 
the ventromedial hypothalamic nuclei and later 
hypophysectomized the animals. After the usual 
interval of three to six weeks following the hypo- 
thalamic operation, all the hypophysectomized 
animals became progressively fatter until a high 
degree of adiposity was attained. In subsequent 
experiments reported by Hetherington,’» '* hypo- 
thalamic obesity was produced in rats already dis- 
playing chronic hypopituitarism as the result of 
hypophysectomy. During a period of approximately 
eleven weeks after removal of the hypophysis, no 
signs of obesity appeared, but shortly after hypo- 
thalamic lesions were made, obesity began to appear. 

Brobeck and his co-workers!’ have shown that the 
essential cause of the gain in weight of hypothalamic 
animals is an increased food intake, although there 
may be an associated reduction in activity. When 
hypothalamic rats are pair-fed, that is, given only 
the amount of food taken by a normal rat, they do 
not gain in weight, but become obese only when 
they are given access to an unlimited supply of food. 
The characteristic change in the food habits of these 
animals was that they voraciously attacked their 
food and ate large quantities in a short time, com- 
parable to the episodes of bulimia observed by 
Brigger!* produced by electric stimulation of the 
hypothalamus. Wheatley’ noted that cats with 
hypothalamic lesions became fat, as did monkeys 
studied by Ruch, Schenken and Patton.?° 

By analogy with the sham rage of decorticate and 
hypothalamic cats noted by Bard*! and other work- 
ers, it might be postulated that excessive eating in 
this condition represents the release of lower 
mechanisms from control by hypothalamic nuclei 
and that, in turn, these centers are released from 
inhibitory influences from higher levels of the brain 
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with the production of a similar condition. Ferencz 
et al. noted, in fact, that marked obesity de- 
veloped in two decorticate cats kept alive for over 
a year. 

The only significant metabolic change noted in 
hypothalamic animals has been an abnormally large 
elevation of the respiratory quotient appearing after 
the administration of glucose,” ™ but it appears 
that this alteration is secondary to the altered 
eating habits of the animals and that when normal 
animals are trained to eat in the same fashion they 
show a similar carbohydrate response. 

Most interesting is the observation that 
syndromes closely resembling those produced by 
anatomic lesions may appear as the result of psycho- 
logic stresses in the absence of an anatomic sub- 
strate. Thus, it is impossible to find frank hypo- 
glycemia in all cases of so-called “hypoglycemic 
fatigue,” although an altered sugar-tolerance curve 
like that of frank hypoglycemia may be seen. In a 
number of these patients the personality make-up 
was one of a conscientious, hard-working but de- 
pendent person in whom the difficulty was pre- 
cipitated by increased responsibilities and with- 
drawal of protecting influence. Fatigue thus served 
to excuse the patient for nonperformance of tasks 
that had become distasteful, but it also served to 
make matters worse and thus set up a vicious circle 
of increasing fatigue and increasing distaste for 
work. At times, in such circumstances, medical 
treatment broke the vicious circle by reducing 
fatigue and was therefore an essential counterpart 
of psychotherapy. 

Psychologic factors may also be recognized in the 
precipitation or intensification of attacks in pa- 
tients in whom some underlying disease exists, as 
in the cases reported by Meyer, Bollmeier and 
Alexander,”® in which a definite correlation between 
the emotional status and the quantity of sugar ap- 
pearing in the urine of diabetic patients could be 
made out, and in the case reported by Romano and 
Coon,” in which attacks of hypoglycemia were pro- 
duced by emotion in a patient who was later found 
to have a pancreatic tumor. A much closer approxi- 
mation to actual anatomic syndromes was observed 
in certain cases of narcolepsy, discussed below, in 
which the syndrome of abnormal sleep, obesity and 
polyuria may develop on a purely psychologic 
level.?7° This also occurs in anorexia nervosa, 
which closely simulates Simmonds’s disease.’!-% 
It has been postulated that rejection of food is an 
expression of fear of pregnancy based on childish 
concepts of oral impregnation. It is interesting that 
in most of the cases of anorexia reported, periods of 
rapid weight gain, sometimes to the point of obesity, 
and of compulsive eating of large quantities of food 
have occurred along with excessive drinking of 
water. It is clear that appetite and eating repre- 
sent a fundamental primary instinctive drive to 
which an early sexual association is attached. In 
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addition, eating is one of the first ways in which an 
infant is brought into association with other per- 
sons, and it develops, therefore, into an important 
medium for social expression. It is not to be won- 
dered at that eating becomes much more than a 
process whereby the body is supplied with an ade- 
quate number of calories and vitamins. 


SLEEP 
The sleep mechanism is another example of an 
essentially instinctive mechanism — heavily 


weighted with emotional and social values — that 
may become disturbed at anatomic, physiologic or 
psychologic levels. It is well established that on the 
anatomic level the hypothalamus is intimately asso- 
ciated with sleep and that increased somnolence can 
be caused by damage to the hypothalamus in regions 
that on stimulation produce hyperactivity.* *5 [t 
has also been observed that pathologic sleep may be 
associated with lesions in the cortex without in- 
vasion of the hypothalamus and in the absence of 
increased intracranial pressure.*® Such-observations 
led Davison and Demuth** to the conclusion that 
some fibers for the control of sleep originated in the 
cerebral cortex, especially in the hippocampal, 
cingular, premotor and temporal convolutions, and 
that injury to these areas or to their connections 
with the hypothalamus occasionally caused patho- 
logic sleep. The psychologic value of sleep is mani- 
fest at a number of levels. Superficially it affords 
rest and recuperation; on a deeper plane, it furnishes 
a means of escaping from reality and represents a 
return to intrauterine life or even a type of death.*” 
It thus affords a means of unconsciously satisfying 
forbidden wishes without experiencing conscious 
guilt. These concepts are clear even in the pre- 
Freudian psychology as can be seen by the follow- 
ing translation from Burdach’s** treatise published 
over a hundred years ago: 


Periodicity ought thus to consist of an alteration of 
propulsion, which leads to development, and of Tetro- 
gression, which leads backward toward the embryonic life. 
In fact, life tends to progress, but it also attempts to re- 
main the same, and this latter tendency is the actual cause 
of all periodic retrogressions. Since the most general 
attribute of the organism is to conserve itself, — that is 
to say, to maintain itself by its own activity, — the pri- 
mordial form of existence ought to be that which is always 
dominant, that which attempts to maintain itself through- 
out life. But this enters into conflict with the purpose of 
life, which can only be attained by progressive develop- 
ment, and the hindrance which it thus experiences permits 
it to manifest itself only with a periodic character. Peri- 
odicity is thus the expression of the conflict between de- 
velopment, expressed by exhaustion, and the return to the 
primordial state, which is manifested by contraction. — 

Periodic return is therefore a suppression of antagonisms, 
an effacement of differences during which life reunites its 
forces for a new step along the road of development. Just 
as Geryon, son of the earth, felt the return of his strength 
when he touched the breast of his mother, so also the or- 
ganism is rejuvenated in its return to the primordial state. 
The direction from within outward is a finite force that is 
dissipated by the very act of its own manifestation, and it 
renews its vigor only if the life withdraws into itself. 


The psychogenic nature of narcolepsy seems to be 
well established in the cases reported by Davison,” 
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Cutting’® and Spiegel and Oberndorf.*° At the least, 
the evidence they present makes it impossible to 
accept the earlier conclusion of Daniels*® that the 
manner in which such patients faced the problems 
presented by their infirmity indicated that they 
were of a stable nature. Apparently, other aberra- 
tions of the sleep mechanism may be involved in 
much the same manner. Thus, Ingram, Barris and 
Ranson*® were able to produce catalepsy — a som- 
nolent state characterized by loss of voluntary 
motion and sensibility and a peculiar plasticity of 
the skeletal muscles — by lesions of structures in 
the neighborhood of the mammillary bodies, such as 
the posterior hypothalamic nucleus, the supra- 
mammillary area, the lateral hypothalamic area and 
the region caudal to the mammillary body. A some- 
what similar clinical condition called sleep paralysis 
in which, on awakening, consciousness returns some 
seconds before the return of voluntary motor power 
seems to occur in persons intensely disturbed by 
confusion in emotional direction.4” # 

It is to be understood that the hypothalamus can 
be called a “‘center,”’ so far as such functions as sleep 
and appetite are concerned, only in the sense that 
it serves as a final common path for such activity 
and not as the center in which activity originates, 
and that essentially similar results are obtained by 
lesions that interrupt pathways between the hypo- 
thalamus and receptor organs, by damage to the 
hypothalamus itself and by lesions interrupting 
pathways between the cortex or other structures and 
the hypothalamus“ or psychologic disturbances 
involving eventually the same pathways. Even when 
the basic lesion is anatomic, as in a case quoted by 
Aring and Engel,‘® psychotherapy has an important 
role to play, but on the other hand, medical therapy 
has an equally valuable role to fill when the etiology 
is of purely psychologic origin as illustrated by the 
success of amphetamine (Benzedrine) sulfate in the 
treatment of narcolepsy and obesity.*® 


TREATMENT OF Peptic ULCER 


The salient features of peptic ulcers might be out- 
lined almost exactly as the preceding topics.‘7—® 
In experimental animals and in man, gastrointestinal 
ulcers are sometimes produced by lesions of the hypo- 
thalamus. Cortical lesions also cause disturbances 
in the gastrointestinal tract, presumably by inter- 
ruption of fibers passing to the hypothalamus. 
Such lesions upset a normal level in parasympathetic 
balance, leading to excessive secretion and motility 
and, perhaps, excessive vasoconstriction in the 
mucosa resulting in local anemia that renders the 
mucosa digestible by its own juice. A vicious circle 
is set up by the feeding back into the central nervous 
system of abnormal impulses from the gastro- 
intestinal system arising either from pain or from 
hypermotility, which, in turn, intensify the nervous 
imbalance that was the primary cause of the ulcera- 
tion. The situation thus becomes autonomous — 
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that is, capable of continuing after the precipitating 
factor has disappeared.5*-*2 In man the same neural 
pattern may be involved in a neurotic reaction to 
produce and maintain gastrointestinal lesions. 
Medical treatment is of value as an adjunct of 
psychotherapy by helping to stop the vicious circle 
by interrupting it at some peripheral point. The 
psychoanalytic concept of the etiology of peptic 
ulcers is reviewed as follows by van der Heide®: 


Under the influence of certain unhappy experiences, 
interfering too much with a natural development, a child 
can be forced to fall back in its emotional maturation. This 
may sometimes increase such wishes as to be cared for, 
to be loved, to depend on others, to receive and -—if 
thwarted — to take aggressively (regression to oral recep- 
tiveness and oral sadism). Whereas the ego reacts to such 
tendencies with feelings of inferiority and guilt, these are 
repressed from consciousness, sometimes under seal of a 
strong overcompensation, manifest as in independent, 
efficient, later responsible and giving attitude in life. This 
type of “conflict-solution” was regularly found in the 
gastric patients whose unconscious longing for care, love 
and dependence could not be concealed from the analytic 
observation. Next to the described internal reaction, some- 
times external factors were found to be capable of main- 
taining a fatal frustration of those infantile cravings. The 
latter, obviously, once in life are perfectly gratified, namely, 
at the time of being nursed, when almost indistinguishably 
love and food are abundantly offered. Alexander states, 
“The wish to be loved becomes emotionally associated with 
the wish to be fed.” If wishes for care and dependence are 
now strongly repressed, we may assume that these easily 
activate, or rather are “converted into” the desire to be 
nourished, which as a continuous unconscious psychic 
stimulus, influences the secretory, muscular and vascular 
condition of the stomach by means of the vegetative nerv- 
ous system until it ‘behaves ‘‘as if it were taking or were 
about to take food.” Such chronic functional gastric 
disturbances, besides being likely to cause neurotic stomach 
complaints, appear to be of essential importance for the 
development of gastric and duodenal ulcers. 


These factors are illustrated in the history of 2 cases 
reported by van der Heide in which the stomach 
complaints preceding the occurrence of an ulcer 
arose when the incongruity between the overt be- 
havior (struggle and ambitious efforts for accom- 
plishment) and the repressed longings for dependence 
became excessive. 

In great measure because of Cushing’s®™ concept 
of excessive vagotonia as the principal precipitating 
factor in the etiology of peptic ulcer, attention has 
recently been turned to the surgical section of the 
vagus nerve as the most effective means of arrest- 
ing this hyperactivity.5> A recent report by Thorn- 
ton, Storer and Dragstedt®* strongly suggests that 
the most important etiologic factor in the genesis 
of ulcer is the continued hypersecretion of acid 
during the night. They found that this hypersecre- 
tion is almost entirely neurogenic in character and 
is greatly reduced by section of the vagus nerve. 
The empty stomach of ulcer patients also displays 
a hypertonicity and hypermotility, with exaggerated 
hunger contractions, and these functions return 
toward normal after bilateral vagotomy. 

On purely theoretical grounds atropine might be 
expected to be as effective as surgical section of the 
nerve, but this expectation is not fulfilled. This may 














830 THE NEW ENGLAND JOURNAL OF MEDICINE Dec. 5, 1946 


be, as Ivy®’ points out, a simple dosage relation, 
and as is known, atropine is not always fully effec- 
tive in preventing vagal effects in the adult human 
heart. It seems worth while, therefore, to investi- 
gate more carefully the vagolytic properties of com- 
pounds related to quinine, quinidine and quinacrine 
(Atabrine) along the lines of a recent study by 
Babkin and Ritchie.®* 


(To be concluded) 
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CASE 32491 


PRESENTATION OF CASE 


A twenty-nine-year-old housewife entered the 
hospital because of paraplegia. 

Three years before entry, she had two attacks of 
pain half way down the posterior aspects of both 
thighs but severer on the left than on the right. 
Each attack lasted about two days. The patient 
then remained asymptomatic until two years before 
entry, when she had several similar attacks. At 
that time the patient saw a doctor, who removed 
the tonsils; the episodes of pain continued, how- 
ever. A year and a half before entry the patient 
had a particularly severe attack precipitated by an 
attempt to catch herself while falling; in addition 
to radiating down the thighs, there was pain low 
in the back for the first time. The pain was aggra~- 
vated by coughing, sneezing and straining and was 
worse when the patient was sitting or lying down 
than on standing. She was unable to bend over to 
tie her shoes. She also complained of a feeling of 
pressure in the bladder and of some nocturia. 

Fourteen months before entry the patient had 
been operated on at another hospital for rupture of 
the intervertebral disk between the fourth and 
fifth lumbar vertebras on the left. Following the 
operation she continued to have low-back pain on 
coughing or straining. The leg pains subsided but 
returned a few weeks later. Seven months later 
the pain had extended into the calves and was so 
severe that she remained in bed for two months, 
getting up only to go to the bathroom. Then she 
gradually undertook more activity, but the legs 
were weak and felt as if they were about to buckle. 
Five months before entry she began to have diffi- 
culty in controlling the bladder and subsequently 
was occasionally incontinent of urine. She also 
noticed numbness over both thighs from the iliac 
crests to about 15 cm. above the knees. This and 
the incontinence subsided spontaneously after six 
weeks. The weakness of the legs progressed, how- 
ever, and four months before entry the patient was 
able to walk only with a cane and the help of an- 
other person. She also had severe pain in the lower 
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lumbar region, sometimes radiating up to the costal 
margins and aggravated by straining but not cough- 
ing. Bladder and bowel functions were good except 
for constipation, which was controlled by laxatives. 

Except for marked tenderness over the lower 
lumbar spine, the abnormal findings on physical 
examination were confined to the lower extremities, 
which were pale and cold. All motions of the feet, 
legs and thighs were extremely weak; there was no 
complete paralysis. Both knee jerks and the right- 
ankle jerk were absent; there was a weak left-ankle 
jerk. The plantar reflexes were absent. Sensation 
was impaired below the groins. 

The temperature, pulse and respirations were 
normal. The blood pressure was 110 systolic, 80 
diastolic. 

Examination of the blood showed a white-cell 
count of 8400, with a hemoglobin of 12.4 gm. The 
serum nonprotein nitrogen was 27 mg. per 100 cc. 
The urine was normal except for a + test for 
albumin. 

On x-ray examination the pedicles of the second 
and third lumbar vertebras on the right could not 
be clearly seen and appeared to be partly destroyed. 
In the lateral view there was a slight deformity — 
suggesting erosion — of the posterior border of the 
body of the second lumbar vertebra. A puncture 
at the third lumbar vertebra produced slightly 
hemorrhagic xanthochromic fluid, which clotted on 
standing. There was no rise in pressure on jugular 
compression. The total protein of the fluid was 
5880 mg. per 100 cc. Five tenths of a cubic centi- 
meter of Pantopaque in oil was injected, and on 
lowering the head end of the table this was arrested 
opposite the upper margin of the third lumbar 
vertebra. 

On the sixth hospital day an operation was per- 
formed. 


DIFFERENTIAL DIAGNOSIS 


Dr. R. Eustace Semmes*: The clinical picture 
three years before admission suggests a ruptured 
intervertebral disk in the lumbar region, from the 
facts that the patient had intermittent pain down 
the legs, which had increased suddenly on some 
strain of the back, and that it was difficult for her 
to tie her shoes. Also, the pain was aggravated by 
coughing and straining. Several things, however, 
make one stop, look and listen before assuming that 
she had a ruptured intervertebral disk. In the 
first place, although one not infrequently sees a 
patient whose pain was originally in the leg, with- 
out involvement of the back, such a situation is 
unusual when the pain is on both sides. Another 
point is that the pain was less when the patient 
was standing, whereas most patients with ruptured 
intervertebral disks obtain relief from lying down. 
The loss of control of the bladder also makes one 


*Professor of neurological surgery, University of Tennessee College of 
Medicine. 
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suspicious of a tumor. Of course, this patient may 
have had some striking physical signs in favor of a 
ruptured disk, but in spite of this, with such a 
history, I think that this is a case in which a myelo- 
gram was indicated before operation. The record 
does not state whether a ruptured disk was found 
or removed. 

It is significant that, following operation, the 
patient continued to have low-back pain on cough- 
ing and straining and that the leg pain was not 
relieved. That is not unheard of following removal 
of ruptured disks, but at the same time the patients 
usually obtain prompt relief. 

Recovery from the paralysis of the bladder after 
a few weeks and improvement in the power of the 
legs are not incompatible with a tumor, since, para- 
doxically, periods of improvement are well known 
with tumors. 

The constipation may have been the result of 
pain on straining, as in patients with cerebellar 
tumors, rather than paralysis of the colon. 

It is to be remembered that this patient was ex- 
plored on the left side for a ruptured disk in con- 
nection with the fact that the deep reflexes in the 
legs were lost, with the exception of the ankle jerk 
on the left. 

Perhaps one should think of the possibility of a 
chronic osteomyelitis or an injury to the vessels, 
resulting in a false aneurysm or an arteriovenous 
fistula, since these accidents have been reported 
following operation for a ruptured lumbar disk. 
The later signs and symptoms, however, were at a 
higher level, and I think that they can be dismissed 
without further concern. 

X-ray examination was reported to show erosion 
of the body of the second lumbar vertebra and the 
pedicles of the second and third. It would be 
helpful to know whether the bone destruction was 
caused by a malignant tumor involving the bone 
or by pressure atrophy such as that caused by 
large benign tumors in the central canal. On exam- 
ining the x-ray films, it is evident that the bone 
changes were due to lateral pressure on the pedicles 
and forward pressure on the posterior surface of the 
second vertebra. The myelogram indicates an intra- 
dural, rather than extradural, tumor at the third 
lumbar level. 

The spinal-puncture findings showed a complete 
fluid block, which was evidently of long standing, 
as indicated by the high total protein content. The 
presence of fresh blood in the spinal fluid suggests 
that the needle penetrated the lower end of the 
tumor or that there had been some sudden increase 
in pressure. 

For a number of years, when encountering a fluid 
block, we have used injection of a few cubic centi- 
meters of air (without a myelogram) and found 
that it is valuable in verifying the level by reproducing 
pain. In such cases the neurologic level is sufficient. 

Dr. James R. Linctey: These are the involved 
pedicles of the second and third lumbar vertebras.. 
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There is scoliosis, in spite of which there is evidence 
of thinning and erosion of the pedicles. In the 
lateral view the erosion on the posterior surface js 
not too well defined. In this film there is evidence 
of complete block at the upper level of the third 
vertebral body. 

Dr. Semmes: I believe that the patient had a 
long-standing tumor involving the cauda equina 
below and close to the conus, and that operation 
was certainly indicated. A variety of intradural 
tumors, 1ficluding neurofibromas, ependymomas, 
meningiomas and gliomas, occur in this position. | 
was interested in knowing just where this one arose. 
The bilateral pain suggests that it was central, and 
the pain was certainly not like that from a neuro- 
fibroma involving an emerging nerve root, which 
would probably be attached to the filum terminale 
or one of the central filaments. 

A Puysician: The neurologic level is much higher 
than the radiologic level. It seems to be somewhere 
around the upper part of the first lumbar vertebra. 
One might postulate that whatever the level was, a 
fairly long lesion was involved. 

Dr. Semmes: I am frequently content to know 
either the top or the bottom level of the tumor, 
preferably the latter, because it is easier to ap- 
proach from below. It is unlikely that this was a 
round type of tumor, but one would expect a fairly 
long tumor—even longer than the _ neurologic 
changes suggested. I think that the pain at the 
costal margin was probably coincidental. 

A Puysician: What would you say about the 
advisability of operating for herniated disk in a 
patient with bilateral pain and an atypical picture, 
without further investigation? 

Dr. Semmes: I tried to indicate that if a patient 
has a peculiar or atypical history, one should do a 
myelogram and consider the symptoms frcm various 
angles. In case of doubt, it is then a matter of 
exploration rather than operation for removal of a 
disk. I am not opposed to myelography, but I am 
opposed to unnecessary myelography. 

Dr. Cuartes S. Kusix: Dr. Mixter, do you wish 
to make any comments? 

Dr. W. Jason MrxtTer: It seemed to us when 
this case was presented at this hospital that it was 
a rather clear-cut case, as Dr. Semmes has sug- 
gested, of a tumor in the cauda equina, and that 
the previous operation might be criticized because 
it was done without a complete study. At operation 
the upper portion of the lumbar canal was exposed, 
presumably including the area of the twelfth thoracic 
vertebra, and a long slender tumor in the cauda 
equina, arising apparently from the filum terminale 
and doubling back on the conus, was exposed and 
removed. 

Dr. Kupix: What was the subsequent course? 

Dr. Mixter: The patient presumably made a 
fairly complete recovery. We were worried about 
the bladder, and I suppose that the reflex changes 
persisted. 
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A Puysictan: Was the tumor in the filum ter- 
minale? 

Dr. Mrxter: It seemed to be. It was difficult to 
be sure whether it arose from a small nerve root 
or the filum terminale. The nerve roots were plas- 
tered on the outside and had to be dissected off. 
It was equally distributed on the two sides, behind 
and in front. The tumor did not look like a neuro- 
fibroma. 

CuinicaL Diacnosis 

Tumor of cauda equina. 

Dr. SemMeEs’s D1AGNosis 

Ependymoma of filum terminale. 

AnatomicaL D1aGnosis 

Ependvmoma of filum terminale. 

PATHOLOGICAL DiscussION 


Dr. Kusrx: The tumor was 5 cm. long and 
about 11.5 cm. in diameter. Histologically it chiefly 
consisted of small follicles of cells with well stained 
cytoplasm; in some places there were elongated 
cells whose bases rested against the adventitial 
connective tissue of the blood vessels. Our diag- 
nosis was ependymoma. The appearance was sug- 
gestive of a slowly growing, relatively benign tumor. 
Some of the cases of ependymoma of the cauda 
equina that have been followed for several years 
have not demonstrated clinical signs of recurrence. 





CASE 32492 
PRESENTATION OF CASE 


A fifty-one-year-old housewife entered the hos- 
pital because of pain in the left lower quadrant of 
the abdomen and vaginal discharge. 

Eight months before admission an acute attack 
of sharp pain in the left lower quadrant occurred. 
Thereafter the attacks were often repeated, some- 
times before and sometimes after the menstrual 
period. The pain was always in the same area. 
Usually the patient wanted to lie down during the 
attacks, but occasionally sitting up gave relief. 
Each bout lasted nearly an hour or less. During 
the two months preceding admission, following a trip 
to Ohio, there was a mucosanguineous vaginal dis- 
charge, which came on gradually and was continuous. 

There had been hot flashes for three years, and 
catamenia dwindling from a regular period of five 
to three days over five years. An appendectomy 
had been performed eighteen years before admission. 
Two children were living and well. 

Physical examination was negative except for the 
pelvis. There was a mucopurulent vaginal discharge. 
The perineum was markedly lacerated. There were 
a cystocele and a urethrocele. The cervix was 
large, with many nabothian cysts. A rough granular 
area was seen on the right posterior cervical lip. 
An irregular, hard, firm mass that was felt in the 
region of the fundus was three times the size of a 
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normal fundus and seemed to project more to the 
left than to the right. 

Routine blood examination was normal. The 
urine gave a + test for albumin, and the sediment 
contained numerous white cells on the first examina- 
tion but three days later contained 10 white cells 
and 15 red cells per high-power field. The guaiac 
reaction of the stool was negative. A vaginal smear 
was reported positive for tumor cells, but a second 
smear contained too much blood for satisfactory 
examination. Biopsy of several areas on the cervix, 
including the granular area, was reported as showing 
chronic endocervicitis. 

An operation was performed on the fourth hos- 
pital day. 


DIFFERENTIAL DIAGNosIS 


Dr. Howarp ULFELper: This is the history of a 
fifty-one-year-old woman who was in the midst of 
the menopause, with hot flashes and some decrease 
in the length of the period, but still not missing a 
period, I gather. She had had two normal children. 
The oniy thing of interest in the past history is the 
fairly simple abdominal operation, which probably 
had nothing to do with the illness on admission. I 
take it that the patient had been well prior to 
eight months before admission, but that at that 
time she had an acute onset of pain in the left lower 
quadrant, which had recurred. I assume that there 
had been no associated gastrointestinal or urinary. 
symptoms with these attacks. Their relation to 
the menstrual period must be considered, since they 
occurred both before and after the period. No 
mention is made whether they occurred during 
menstruation, however. In other words, they could 
have occurred at any time, so far as I can deduce 
from the record. They were well localized, always 
to the same area. They lasted for a variable period 
but never more than an hour, and there were no 
associated symptoms. Sometimes when lying down 
the patient felt more comfortable, but occasionally 
when sitting up she obtained relief. This means to 
me that it was not any one position that relieved 
the pain but rather a change of position that seemed 
to help. Although it is likely that the symptoms 
were associated with the pelvic mass, we must rule 
out extragenital sources for this picture. 

Were intravenous pyelograms done? I wondered 
about that because of the few red cells and white 
cells in the sediment, and it is of interest, since 
these attacks of pain in the left lower quadrant 
could have been on the basis of genitourinary disease. 

Dr. Tracy B. Matiory: There was no pyelo- 
gram, and no barium enema. 

Dr. ULre.per: Assuming that we have more or 
less ruled out genitourinary causes of the symptoms, 
what could the diagnosis have been in a patient who 
had attacks of pain in the left lower quadrant, with 
some discharge that apparently was intermittently 
bloody, and who had a firm, hard pelvic mass, 
which felt like a fundus of three times the normal 
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size? We cannot exclude cancer in a patient — 
not only of this age but also of any age — who has 
a bloody vaginal discharge, and I think that the 
diagnosis of either endocervical or uterine cancer 
must be entertained in this case. But if it was 
present I think that it was incidental rather than 
the basis for the symptoms, except perhaps for the 
discharge. I assume that this granular area on the 
cervical lip, where a biopsy had been reported as 
showing no evidence of cancer, explained the dis- 
charge. ] cannot say that this woman did not have 
a cancer of the fundus or cervix, but if she did have 
cancer I-do not believe that it explains all the 
symptoms. What then, in a woman of this age, is 
a mass, three times the size of a normal fundus, 
that is hard and firm? Statistically, it is a fibroid, 
which is more probable than ovarian tumor in this 
age group. On the other hand, even a peduncu- 
lated subserous fibroid would not cause the attacks 
of pain in the left lower quadrant of which this 
patient complained. I think that a solid tumor of 
the left ovary would be even harder and firmer 
than the one described. I therefore think that this 
is likelier to be a cystic tumor of the left ovary. 
The lack of endocrine effect — the patient had an 
uninterrupted progress of menopausal symptoms — 
suggests that this was not an endocrinologically 
functioning tumor and does not help in making the 
final diagnosis; it merely excludes a small group of 
possible pelvic tumors. My diagnoses are cystic 
tumor of the left ovary and possibly cancer of the 
endocervix or uterine fundus, which I cannot ex- 
clude or include on the basis of any information 
available. I shall not even discuss the smear. 

Dr. Marsnatt K. Bartiett: I should like to 
know how often positive vaginal smears are ob- 
tained in ovarian cancer. 

Dr. ULFEtpeEr: I cannot answer that because we 
have not correlated the ovarian lesion with smears, 
either positive or negative. 

Dr. Bartietr: We have seen some. 

Dr. ULFetper: Yes; but we have seen some 
either way. There is no relation suggesting that in 
the presence of ovarian tumor there is a distin- 
guishable change in vaginal cytology. We have 
seen positive smears with ovarian cancer, but they 
were in cases in which the tumor had invaded the 
uterus, in direct continuity with the genital canal. 

Dr. Ciaupe E. Wetcu: How much significance 
does a positive smear have? 

Dr. UtFetper: Statistically, it is difficult to tell 
how significant it is. Certainly we can quote the 
findings and the figures in the presence of estab- 
lished cancer of either the cervix or the fundus. 
The smear fails to show evidence of cancer in 11.5 
per cent. All I can say is that in our series, of a 
total of 2400 patients who did not have cancer 
that could be proved pathologically, 49 had positive 
smears. We went back over the 49 cases, and there 
were 30 that would not now be called positive 
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smears. They represent the error in learning a 
new method. But 19 of the patients had positive 
smears, which we were unable to confirm patho- 
logically. 

Dr. Mattory: Speaking from the point of view 
of the pathologist, in cases in which we receive 
only a biopsy from either the cervix or the endo- 
metrium, there is always a possibility that the 
biopsy was not taken from the right place, and 
that may be one reason that we have failed to 
confirm some of the smear diagnoses. There have 
been a certain number of cases in which we have 
had the entire uterus to examine and in which, on 
routine examination, we have not found carcinoma. 
There is always, however, the possibility of a 
minute lesion, which could easily be missed in 
ordinary routine examination. 

Dr. We cu: I think that Dr. Ulfelder should be 
congratulated on his diagnosis. Examination under 
ether revealed the mass described in the record. 
The uterine canal was approximately 12 cm. deep. 
Curettings were grossly normal. I assumed that 
we were dealing with multiple fibroids and that 
the mass in the left vault was a subserous leiomyoma. 
On opening the abdominal cavity it was obvious 
that there was a cystic tumor of the left ovary. 
On the uterus there were tiny fibroids that were 
not significant. There was no gross evidence of 
cancer. 


CurnicaL DIAGNosEs 


Leiomyoma. 

Rectocele. 

Cystocele. 

Lacerated hypertrophied cervix, with marked 
endocervicitis. 

Carcinoma of cervix? 


Dr. ULFELDER’s D1acnosis 


Cystic tumor of left ovary. 
Cancer of cervix or uterine fundus? 


ANATOMICAL DIAGNOSES 


Cystadenocarcinoma of left ovary. 
Leiomyomas of uterus, small. 


PaTtHo.ocicaL Discussion 


Dr. Mattory: When the cyst of the ovary was 
opened it was found to be lined with innumerable 
papillary projections. We know that papillary 
cystic tumors of the ovary are at least potentially 
malignant. The epithelial cells in this tumor showed 
evidence of rapid growth and considerable irregu- 
larity of staining, and we called it a cystadeno- 
carcinoma. In the other ovary a functioning corpus 
luteum was found, and the endometrium showed an 
early secretory stage. There was a moderate amount 
of functioning ovarian tissue, in spite of the pre- 
liminary symptoms of the menopause. We were 
unable to find evidence of cancer of either the 
cervix or the fundus of the uterus. 
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THE CHRISTMAS SEAL CAMPAIGN 


THE single flaw in the remarkable progress in the 
control of tuberculosis in the United States is the 
fact that the disease is still a major cause of death, 
killing more Americans than all other infectious and 
Parasitic diseases combined. In spite of a constant 
search for drugs to effect a lasting cure, no sub- 
stance has been found that is completely satisfactory. 
Thus, various sulfonamides, although capable of 
modifying the disease in experimental animals, 
have proved too toxic for continuous use in human 
patients, and streptomycin, which provides con- 
siderable protection, has not effected permanent 
cure. Since no specific remedy has been discovered, 
the accepted methods of treatment, which have ob- 
tained excellent results in a great many cases, must 
be relied on. 





There can be no relaxation of effort until tuber- 
culosis has been completely and permanently 
eradicated — a goal that at present appears possible 
only through continuous application of discoveries 
and advances already attained. Consolidation of 
the gains made and progress toward eventual 
eradication depend on a ceaseless campaign of case 
finding, rehabilitation and, most important of all, 
health education. In this program the annual sale 
of Christmas Seals, which supports the activities 
of the National Tuberculosis Association, is a vital 
part. The Christmas Seal Campaign not only 
enables the Association to continue and extend its 
efforts of prevention and control but also affords an 
ideal vehicle of health education — the Christmas 
Seal has become a familiar part of the pattern of 
American life, serving as a reminder that tuber- 
culous infection is ever present, that no man is im- 
mune and that a great voluntary organization pro- 
vides our primary bulwark against the spread of 
the disease; Americans in general recognize tuber- 
culosis as an infection that under certain circum- 
stances can be both prevented and cured, and appre- 
ciate the necessity of early diagnosis. 

This nationwide campaign epitomizes the best in 
the democratic way of life: millions offer their con- 
tribution to the control of a dreaded disease and by 
this voluntary and concerted action gain protection 
from an enemy against which they are individually 
powerless. All lay and professional individuals and 
groups are urged to contribute as generously as pos- 
sible. The medical profession, whose members are 
particularly aware of the vital implications of the 
Christmas Seal Campaign, should be in the vanguard 
of those offering support. 





CLINTON’S NEW HOSPITAL 


Ir 1s with particular pleasure and satisfaction that 
we make mention of the ground-breaking ceremony, 
on October 16, for the new building of the Clinton 
Hospital. We congratulate Clinton on its new 
hospital-to-be; our special interest, however, lies in 
the fact that the ground was broken, physically and 
in person, by Dr. Walter Prentice Bowers, after 
whom this building will be named, who figuratively 
broke ground for the first Clinton:|Hospital, over 
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fifty years ago, and has been to a large degree its 
guardian since that time. 
We know Dr. Bowers as a former president of the 





Massachusetts Medical Society, as the secretary for 





years of the Massachusetts Board of Registration 





in Medicine, as the managing editor of the Journal 





from 1921 to 1936, but particularly as a physician 





and friend, loved and respected. Clinton knows him 





for all this and as the physician who settled in that 





town over sixty years ago to spend there the most 





productive years of a long and industrious life in 
the practice of medicine and in the service of the 





community. We can all take vicarious pride in the 






fact that it was as a general practitioner that Dr. 





Bowers received from Harvard University in 1935 





the degree of Master of Arts, honoris causa. 





It is fitting that Clinton’s new and modern general 
hospital should be named after Clinton’s foremost 






physician, for it can thus also stand as a memorial 





to the spirit of all general practitioners and to the 





leadership that they have so often given to their 






various communities. The practice of medicine will 
change and go forward, and more complicated 
technics will be developed, but the real value and the 







true function of the general practitioner will remain 
indispensable and indisputable. 














MASSACHUSETTS MEDICAL SOCIETY 






BUREAU OF CLINICAL INFORMATION 


All secretaries of various medical groups, such 
as special societies and alumni associations, are re- 
quested to notify the Bureau of Clinical Informa- 
tion regarding scheduled meetings, annual dinners 
and so forth. If such data are on file, it is hoped 
that duplication of dates can be avoided. 










DEATHS 


DENNETT — Alonzo G. Dennett, M.D., of Lowell, 
died October 11. He was in his ninety-second year. 
, — received his degree from Rush Medical College 
in ; 

His widow and a daughter survive. 








McNAMARA — John J. McNamara, M.D., of Lowell, 
died November 13. He was in his fifty-second year. 

Dr. McNamara received his degree from Tufts College 
Medical School in 1923. He was a fellow of the American 
Medical Association. 

His widow and two sons survive. 













MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR OCTOBER, 1946 


Résumé ; 
DisEAsEs Ocroper OcToser SEven-YeEA 
1946 1945 EDIAN 
Anterior poliomyelitis. .............+. 129 134 46 
Chancroid Rateates Saad cen nie wie atere 2 1 * 
eS DE Se Te eee ee 478 331 370 
OE EE Re NR ee a eet es 89 15 17 
RIE so ret < biiigw suk tae 2 dea 981 742 823 
EPMORRCOCY, DOCMIALY oscracc ssc cave 6 39 39 
SEOPGDN TRMMRIED oo )os sie eco citng-« Oh 52 46 40 
EN SRY EEE ee ape 413 657 435 
Granuloma inguinale ............. 1 0 * 
Lymphogranuloma venereum......... 0 2 * 
TS a ee eee yee 20 39 0 
PORE FEE ER, eR 508 647 401 
Meningitis, meningococcal............ ll 11 
Meningitis, Pfeiffer-bacillus........... 1 + 1 
Meningitis, pneumococcal ........... 2 0 2t 
Meningitis, staphylococcal ........... 0 0 Ot 
Meningitis, streptococcal ............ 0 2 OF 
Meningitis, other forms .............. 1 0 2t 
Meningitis, undetermined ............ 4 3 47 
SENS. 2p ete ong ae eaute nade bs aeielan 175 326 326 
Deen CORRE... .. ais. 5 oa awues cue 73 97 161 
Salmonella infections ................ 10 5 6 
IO <5 3 <i isis om €olark aban 198 372 456 
| a 436 436 
Tuberculosis, pulmonary ............. 239 236 236 
Tuberculosis, other forms ............ 19 24 24 
Re sl rrr 3 2 os 
NE NI dn 9. cik vale ata mial¥ as 200 3 7 5 
Ce ee ee Re re eee 555 640 555 


*Made reportable December, 1943. 
tFour-year average. 


ComMMENT 


Diseases reported at an incidence above the seven-year 
median included anterior poliomyelitis, chicken pox, diph- 
theria, German measles, measles and Salmonella infections. 

Diphtheria showed the highest prevalence of any month 
since 1933 and had an incidence of more than five times 
that of October, 1945. 

Diseases reported below the seven-year median included 
bacillary dysentery, meningococcal meningitis, mumps and 
scarlet fever. 

Lobar pneumonia had an incidence that was only half 
that of the seven-year median and that comprises a record 
low for the month of October. 


GEOGRAPHICAL DisTRIBUTION OF CERTAIN DISEASES 


Anterior poliomyelitis was reported from: Arlington, 3; 
Boston, 8; Blackstone, 2; Brockton, 1; Brookfield, 1; Brook- 
line, 1; Cambridge, 1; Canton, 1; Chelsea, 1; Dracut, 2; 
Easthampton, 3; Essex, 1; Everett, 2; Fitchburg, 1; Fram- 
ingham, 2; Franklin, 2; Gardner, 1; Groton, 1; Haverhill, 
2; Hopkinton, 1; Holyoke, 1; Lakeville, 1; Leominster, 1; 
Lowell, 7; Lynn, 1; Malden, 4; Marlboro, 1; Medford, 3; 
Milford, 1; Milton, 1; Needham, 4; New Bedford, 1; New- 
ton, 10; North Adams, 1; Quincy, 1; Revere, 1; Salem, 
1; Scituate, 2; Shelburne, 1; Shrewsbury, 1; Somerville, 2; 
Southbridge, 3; South Hadley, 1; Stoneham, 2; Walpole, 1; 
Ware, 2; Wareham, 1; Watertown, 1; Webster, 1; Weston, 1; 
Winchendon, 1; Worcester, 32; total, 129. 

Diphtheria was reported from: Arlington, 1; Boston, 21; 
Brockton, 3; Cambridge, 2; Chelsea, 3; Dartmouth, 1; 
Everett, 1; Lowell, 3; Lynn, 3; Mansfield, 1; New Bedford, 
2; Somerville, 46; Waltham, 1; Worcester, 1; total, 89. _ 

Dysentery, bacillary, was reported from: Boston, 1; Lexing- 
ton (Metropolitan State Hospital) 4; Wrentham (State 
School) 1; total, 6. 

Malaria was reported from: Abington, 1; Boston, 5; 
Dedham, 1; Framingham, 1; Greenfield, 1; New Bedford, }; 
North Andver, 3; Saugus, 1; Southboro, 1; Stow, 1; Welles- 
ley, 1; Worcester, 3; total, 20. 

Meningitis, meningococcal, was reported from: Norwood, 
1; Palmer, 1; Salem, 1; Somerville, 1; Springfield, 1; Waltham, 
1; total, 6. 

We tetany Pfeiffer-bacillus, was reported from: Malden, 1; 
total, 1. 

Meningitis, pneumococcal, was reported from: Lunenburg, 
1; Marblehead, 1; total, 2. 

10 Nai other forms, was reported from: Boston, 1; 
total, 1. 
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Meningitis, undetermined, was reported from: Hanson, 1; 
Medford, 1; Norwood, 1; Uxbridge, :; total, 4. 

Psittacosis was reported from: Cambridge, 1; total, 1. 

Salmonella infections were reported from: Belmont, 2; 
Haverhill, 1; Hatfield, 1; Lawrence, 1; Lynn, 2; Peabody, 1; 
Swampscott, 2; total, 10 

Septic sore throat was reported from: Amesbury, 2; Boston, 
10; Brookline, 1; Cambridge, 2; Somerville, 1; Williamstown, 
- total, 22. 
Tetanus was reported from: Ashburnham, 1; Burlington, 1; 
Fall River, 1; total, 3 

Trichinosis was reported from: Boston, 1; Fall River, 1; 
Mansfield, 1; Medford, 1; total, 4. 

Typhoid fever was reported from: Boston, 1; North 
Adams, 1; Wellesley, 1; total, 3. 

Typhus fever was reported from: Boston, i; total, 1. 

Undulant fever was reported from: Bridgewater, 1; 
Maynard, 1; Millville, 1; total, 3. 





MISCELLANY 
NATIONAL EMERGENCY MEDICAL SERVICE 


Edward L. Bortz, M.D., of Philadelphia, chairman of the 
Committee on National Emergency Medical Service of the 
American Medical Association, recently announced the mail- 
ing of a comprehensive questionnaire to more than 45,000 
discharged medical officers of World War II. “Since the 
results of the questionnaire will serve as a useful guide in 
preparing for any new national emergency,” Dr. Bortz said, 
“the committee urges all the returning medical officers to 
express frankly, fully and completely their reaction to military 
service.” The questionnaires were mailed from the head 
quarters of the American Medical Association during Novem- 
ber and should be returned within a month after receipt. The 
results will be tabulated and analyzed in detail. 

Dr. Bortz said that the committee believes that its final 
analysis and recommendations should cover not only the 
military services but also other governmental agencies, in- 
dustry, medical education, mens ® and civilian medical care. 

The committee, in so far as possible, has provided check 
lists in this questionnaire. This makes it possible for the 
doctor merely to check the proper item and avoid taking the 
time to write out his answers. Some of the questions, however, 
will require written explanations. For example: What im- 
portant features of training were not sufficiently stressed? 
What in your opinion should be included in an ideal training 
program? If there was waste of personnel in your unit, please 
state how personnel could have been used effectively. What 
suggestions have you about methods of assignment of medical 
officers in the event of another military emergency? 

In discussing the questionnaire, Dr. Bortz stressed the 
desirability of deliberation on the part of every physician in 
answering the questions. ‘The objective sought,” he said, 
“can be best attained by careful consideration of each and 
every question.” 





BOOKS RECEIVED 


The receipt of the following books is acknowledged, 
and this listing must be regarded as a sufficient return 
for the courtesy of the sender. Books that appear to be 
of particular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
will be gladly furnished on request. 


A Bibliography of Visual Literature, 1939-1944. Compiled 
by John F. Fulton, M.D.; Phebe M. Hoff and Henrietta 
T. Perkins. Publication No. 11, Historical Library, Yale 
Medical Library. Prepared by the Committee on Aviation 
Medicine, Division of Medical Sciences, National Research 
Council, acting for the Committee on Medical Research, 
Office of Scientific Research and Development, Washington, 
D.C. 4°, cloth, 117 pp. Menasha, Wisconsin: Printed by 
George Banta Publishing Company, 1945. $3.00, postpaid. 
This bibliography was primarily compiled for military 
purposes, and therefore a large amount of biochemical ma- 
terial on the aqueous and vitreous humors of the eye was 
arbitrarily omitted. The special literature on the lens was 
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also omitted because it is thoroughly covered for the war 
period in another work. In the section on therapy emphasis 
is placed on the newer developments both in surgery and 
chemotherapeutics. Special sections are devoted to the 
sulfonamides and to penicillin. Trachoma is included be- 
cause of its importance as a military problem in certain war 
theaters. Three thousand, three hundred and forty-seven 
references are cited, and there are indexes of periodicals, 
authors’ names and subjects. This bibliography should be 
in all medical reference collections, public-health libraries 
and the libraries of ophthalmologists. 


Clinical Parasitology. By Charles F. Craig, M.D., M.A. 
(hon.); and Ernest C. Faust, M.A., Ph.D., professor of 
parasitology, Department of Tropical Medicine, Tulane 
University of Louisiana, New Orleans, consultant to the 
Secretary of War, Army Epidemiologic Board on Epidemic 
and Tropical Diseases, consultant, United States Public 
Health Service, and honorary consultant, Army Medical 
Library. Fourth edition, thoroughly revised. 8°, cloth, 
871 pp., with 305 illustrations and 4 colored plates. Phila- 
delphia: Lea and Febiger, 1945. $10.00. 


The authors in this fourth edition of an authoritative 
work have completely revised the text and under each im- 
portant parasite have added a separate topic on patho- 
genesis. A new chapter has been added on the geographic 
distribution of parasitic infection. Much new information 
on preventive technics has been incorporated throughout 
the text. A bibliography of thirty-nine pages and indexes 
of authors and subjects conclude the volume. This work 
should be in all medical reference collections, public-health 
ser and the libraries of physicians interested in tropical 

iseases. 


Fractures of the Jaws. By Robert H. Ivy, M.D., D.D.S., 
professor of plastic surgery, School of Medicine and Grad- 
uate School of Medicine, and of clinical maxillofacial surgery, 
School of Dentistry, University of Pennsylvania, chief of 
plastic surgery, Graduate Hospital, consultant in plastic 
surgery, Children’s Hospital, and plastic surgeon, Presby- 
terian Hospital, Philadelphia; and Lawrence Curtis, M.D., 
D.D.S., associate professor of plastic surgery, Graduate 
School of Medicine, assistant professor of maxillofacial 
surgery, School of Dentistry, University of Pennsylvania, 
chief of oral and plastic surgery, Bryn Mawr Hospital, 
associate in plastic surgery, Presbyterian Hospital, and 
consultant in plastic surgery, Delaware County Hospital. 
Third edition, thoroughly revised. 8°, cloth, 174 pp., with 
199 illustrations. Philadelphia: Lea and Febiger, 1945. $4.50. 

In this new edition of a popular work a few changes have 
been made, but the general character of the text remains 
the same. Several new methods of treatment of fracture 
of the jaw have been described, and a number of new illus- 


_ trations have been added to the text. 


Acute Injuries of the Head: Their diagnosis, treatment, com- 
plications and sequels. By G. F. Rowbotham, B.Sc. (Manch.), 
F.R.C.S. (Eng.), surgeon in charge, Department of Neuro- 
logical Surgery, Newcastle General Hospital, neurologic 
surgeon, Royal Victoria Infirmary, Newcastle-on-Tyne, 
and Sunderland Royal Infirmary, and consulting neuro- 
logic surgeon, Durham County Council, Northumberland 
County Council, Sunderland Corporation and Gateshead 
Corporation. With a foreword by Norman M. Dott, M.B., 
Ch.B. (Ed.), F.R.C.S. (Ed.), lecturer in neurologic surgery, 
University of Edinburgh, neurologic surgeon, Royal Infir- 
mary, Edinburgh, and Jordanburn Nerve Hospital, Edin- 
burgh, honorary consultant in neurologic surgery to the 
Army in Scotland, and director in neurology and neurologic 
surgery, Brain Injuries Unit, Bangour EMS. Hospital, 
near Edinburgh. 8°, cloth, 424 pp., with 201 illustrations. 
a The Williams and Wilkins Company, 1945. 

This second edition has been revised in the light of knowl- 
edge gained from autopsies and clinical experience since the 
publication of the first edition in 1942. Two chapters on the 
theory of injury to the brain by the force of rotation and on 
rehabilitation, as well as new illustrations, have been added 
to the text. 
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Hey Groves’ Synopsis of Surgery. Edited by Cecil P. G. 
Wakeley, C.B., D.Sc., F.R.C.S., F.R.S.E., fellow of King’s 
College, London, senior surgeon to King’s College Hospital, 
director of surgical studies and teacher of operative surgery, 
King’s College Hospital Medical School, surgeon, Belgrave 
Hospital for Children, West End Hospital for Nervous Dis- 
eases and Royal Masonic Hospital, consulting surgeon, 
Maudsley Hospital and Royal Navy, Hunterian professor, 
Royal College of Surgeons of England, and examiner in 
surgery, universities of Bristol, Cambridge, Durham and 
Sheffield. Twelfth edition. 12°, cloth, 632 pp. Baltimore: 
The Williams and Wilkins Company, 1945. $6.00. 


+ During the revision of this well known manual, Dr. Groves 
died, and the work was completed by Dr. Wakeley. The 
complete text has been carefully revised and brought up to 
date. Information on penicillin and the sulfonamides and 
on modern methods of radium therapy have been incor- 
porated in the text. Some of the older amputations no longer 
in use have been omitted. This work was first published in 
1908, and new editions have been necessitated every few 
years, speaking well for the popularity of the manual. 


The Road to Recovery from Illness: A study of convalescent 
homes serving New York City. Prepared by Elizabeth G. 
Gardiner and Francisca K. Thomas for the Committee on 
Convalescent Care Practice. 8°, paper, 197 pp. New York: 
Hospjtal Council of Greater New York, 1945. 


This report embodies the results of a study made on-con- 
valescent care in 1941 and 1942 by a special committee 
representing various New York hospitals and welfare organiza- 
tions. A survey of the convalescent homes in the New 
York City area was made by field representatives workin 
for the committees. The study covered the various socia 
and medical aspects of the problem. As a result of the 
findings, the committee made extensive recommendations 
concerning co-operation of all agencies in the area, as well 
as convalescent homes. One of the principal recommenda- 
tions was that a department of convalescent care be created 
as a central agency and that all homes serving the popu- 
lation in New York City, regardless of geographical loca- 
tion, should be integrated by this central agency into a com- 
munity plan for organized medical care. The recommenda- 
tions for the homes covered medical supervision and health, 
personnel, policies and plant. The report concludes with 
various recommendations for the referring agencies. 





Diseases of the Nose, Throat, and Ear, including Bronchoscopy 
and may epee Edited by Chevalier Jackson, M.D., 
Sc.D., LL.D.; and Chevalier L. Jackson, M.D., M.Sc., 
professor of bronchoesophagology, Temple University, Phila- 
delphia. With the collaboration of sixty-four outstanding 
authorities. 4°, cloth, 844 pp., with 934 illustrations. Phila- 
delphia: W. B. Saunders Company, 1945. $10.00. 

This new textbook is the combined effort of a large num- 
ber of contributors with extensive clinical and teaching: 
experience who are also thoroughly acquainted with the 
literature of their respective subjects. Of special interest 
are the articles on endoscopic photography, aviation oto- 
laryngology and chemotherapy. 
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NAVAL RESERVE OFFICERS 


The attention of reserve medical officers of the United 
States Navy is invited to the opportunity to perform full- 
time active duty at one of the major naval air stations of 
the Naval Air Reserve Training Command or at one of the 
Naval Air Reserve Training Units. 

Officers in the above category who are interested in full- 
time active duty as a member of the stationkeeper staff at 
one of these stations or units should initiate letters to the 
Bureau of Naval Personnel, via the Chief of Naval Air Re- 
serve Training, Naval Air Station, Glenview, Illinois, list- 
ing three or four stations at which duty is desired in order 
of preference. Personnel are desired in the ranks of com- 
mander and lieutenant commander. 

Officers qualifying for the above billets can be assured of 
every consideration in obtaining and continuing duty at the 
station of their preference. It is the policy of the Command 
to obtain “orders to duty involving flying” for designated 
naval flight surgeons. Government quarters are available 
at many of the major naval air stations. : i 

Reserve naval flight surgeons who are desirous of affiliat- 
ing themselves on a part-time basis with either the organized 
or the volunteer components of the Inactive Reserve, com- 

_ posed of air groups training at one of the Naval Air Stations 

or Naval Air Reserve Training Units should contact the 
Commanding Officer of the station or the unit at which the 
training group is based. 


AMERICAN COLLEGE OF SURGEONS 


The five-day Clinical Congress of the American College 
of Surgeons will open in Cleveland on Monday morning, 
December 16, at 9:30 o’clock. This will be the first annual 
meeting of the College since 1941. Headquarters will be in 
the Cleveland Public Auditorium and the Statler and Cleve- 
land hotels, with most of the sessions, except the clinics at 
the hospitals, being held in the auditorium. The program 
will include operative and nonoperative clinics, demon- 
strations, symposiums, panel discussions, forums, medical 
motion pictures, exhibits, and the twenty-fifth Annual 
Hospital Standardization Conference, which will convene 
during the first four days. 


BOSTON MEDICAL HISTORY CLUB 


There will be a meeting of the Boston Medical History 
Club in Sprague Hall at the Boston Medical Library, 8 
Fenway, on Monday, December 9, at 8:15 p.m. Mr. James 
F. Ballard will speak on “Bibliography, Past and Present.” 

All interested persons are cordially invited to attend this 
meeting. 


NEW ENGLAND HEART ASSOCIATION 


A meeting of the New England Heart Association will be 
held at the Peter Bent Brigham Hospital on Monday, Decem- 
ber 16, at 8:15 p.m. 

PRoGRAM 


Some Auscultatory Phenomena Illustrated by Phono- 
cardiograms. Drs. Proctor Harvey and Samuel A. Levine. 







Circulatory Changes in Experimental Pulmonary Em- 
bolism. Drs. Lewis Dexter, Thomas D. Kinney and 





q OTICES Florence W. Haynes. : st 
¥ NOTI Circulatory Bren >, Bees Heart Disease. Drs. ise 
4 C. Sidney Burwell and Lewis Dexter. | 

ANNOUNCEMENTS Vascular Anomalies Producing Esophageal or Tracheal Au 
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Dr. Howard Hoffman announces the opening of his office Compression. Dr. Robert E. Gross. 
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for the practice of urology at 422 Beacon Street, Boston. 


Dr. David Karp has returned from military service and 
has resumed the practice of pediatrics at the Medical Build- 
ing, 59 Coddington Street, Quincy. 


Dr. K. W. Thompson, formerly of 1101 Beacon Street, 
Brookline, announces that he has retired from the practice 
of surgery and has been appointed medical director of Roche 
Organon, Incorporated, Nutley, New Jersey. 


Dr. Merrill L. Welcker announces the opening of his office 
in the Medical Arts Building, Suite 311, 36 Pleasant Street, 
Worcester, for the practice of internal medicine. 





The Clinical Features of Patent Ductus Arteriosus. Dr. 
Samuel A. Levine. ; 
Interested physicians and medical students are cordially 
invited to attend. 


SOUTH END MEDICAL CLUB 


The next regular meeting of the South End Medical Club 
will be held at the headquarters of the Boston Tuberculosis 
Association, 554 Columbus Avenue, Boston, on Tuesday, 
December 17, at twelve noon. Dr. John J. Curry will speak 
on the topic “Recent Advances in Therapy with Drugs Affect- 
ing the Autonomic Nervous System.” Dr. C. A. Pattajo 
will preside. 

Physicians are cordially invited to attend. 


(Notices continued on page xix) 
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ADVERTISING SECTION xix 





_—_—— 
NOTICES (Continued from page 838) 
yROLOGY AWARD 





Hospital. 
12:00 m.-1:00 p.m. Coatapeiactn ical Conference (Boston Float- 
ing Hospital). Joseph H. Pratt Diagnostic Hospital. 
Monpay, DecemBer 16 
#12:15-1:15 p.m. Clinicopathological, Conference. Peter Bent Brig- 
ham Hospital. 
*8:15 p.m. New England Heart Association. Peter Bent Brigham 
Hospital. 
Tuespay, December 17 
*12:00 m. South End Medical Club. Headquarters, Boston Tuber- 
culosis Association. 
12:00 m.-1:00 p.m. Dermatological Service, Grand Rounds. Amphi- 
theater, Dowling Building, Boston City Hospital. 
*12:15-1:15 p.m. Clinicoroentgenological Conference. Peter Bent 
Brigham Hospital. 
Wepwespay, Decemaper 18 
*9:00-10:00 a.m. Pediatric Clinicopathological Conference. Drs. 
janes M. Baty and H. E. MacMahon. Joseph H. Pratt Diagnostic 


ospital. 
*11:00 a.m.-12:00 m. Medical Clinic. Amphitheater, Children’s 
epee Hospital.) 


Hospital. 
*12:00 m. Clinicopathological Conference. 
Amphitheater, Peter Bent Brigham Hospita 
*2:00-3:00 p.m. Combined Clinic by the Medical, Surgical and 
Orthopedic Services. Amphitheater, Children’s Hospital. 
*Open to the medical profession. 


ed 

ll. The American Urological Association offers an annual 

of award, not to exceed $500, for an essay (or essays) on the 

he result of some clinical or laboratory research in urology. 
Competition is limited to residents in urology in recognized 

ll. hospitals and to urologists who have been in such specific 

oe practice for not more than five years. All interested should 

he write to the secretary for full particulars. The selected essay 

- (or essays) will appear on the program of the meeting of the 

> 1H American Urological Association to be held at the Hotel 

crs ® Statler, Buffalo, y eee 30 to July 3, 1947. All essays must be 

is in the hands of the secretary, Dr. Thomas D. Moore, 899 

of Madison Avenue, Memphis, Tennessee, before May 1. 

i¢ ae ee 

d MM) sOCIETY MEETINGS AND CONFERENCES 

d 

e Carenpar or Boston District ror THE WEEK BEGINNING 
Taurspay, DecemBeR 12 

i | Fapay, DecemBer 13 

» #9:00-10:00 a.m. The Plastic Repair of Burn Wounds. Dr. Malvin 

F. White. Joseph H. Pratt Diagnostic Hospital. 
‘ #10:00 a.m.-12:00 m. Medical Staff Rounds. Peter Bent Brigham 


Ocroper 11-May 14. Metropolitan State Hospital. Page 398, issue of 
H September 12. 


Decemper 7-12. American Academy of Dermatology and Syphilology. 
Page 570, issue of Octobe: 10. 


Decemper 9. Boston Medical History Club. Page 838. 


Decemser 10. Harvard Medical Society. Amphitheater, Peter Bent 
Brigham Hospital. 8:00 p.m. 


Decemper 12. Headaches from the Ophthalmological Standpoint. 
>. Séwin B. Dunphy. Pentucket Association of Physicians. 8:30 p.m. 
averhill. 


DecemBer 16. New England Heart Association. Page 838. 
DecemBer 16-20. American College of Surgeons. Page 838. 
DecemsBer 17. South End Medical Club. Page 838. 


, Decemper 18. New England Society of Physical Medicine. Page xix, 
issue of November 21. 


_ Fesruary 7. American Board of Obstetrics and Gynecology. Page 238, 
issue of August 15. 


i nom 28-May 2. American College of Physicians. Page 206, issue of 
uguet 8, 


May 20-22. Massachusetts Medical Society. Annual meeting, Hotel 
Statler, Boston. 


ha 9-13. American Medical Association. Page 698, issue of Novem- 
> June 30-Juty 3. American Urological Association. Hotel Statler, 
alo, 


Serre 8-12. Ameri i 
pas 636, tacue wy We 3 Congress on Obstetrics and Gynecology 


District Mepicat Society 

PLYMOUTH 
January 16. Brockton Hospital, Brockton. 
Fesruary 20. Moore Hospital, Brockton. 
Marca 20, Goddard Hospital, Brockton. 


Arrit 17, State Farm, Bridgewater. 
Ei May 15. Lakeville Sanatorium, Lakeville. 











Bournewood Hospital 


300 Sours Street, Brooxiine, Massacnusetts 
Established 1884 


A private hospital for a limited number of cases of mental 

_and nervous diseases. Pleasant country surroundings in 
metropolitan Boston. Facilities for modern treatment 
and outpatient service. 


S. Gacnon, M.D. 
Superintendent 


J. P. Taornron, M.D. 
Director of Clinical Psychiatry 


Eten G. Vassar, M.D. 
Senior Psychiatrist 


Post Office, Chestnut Hill 67 Telephone PAR 0300 

















BREAST MILK 


may be obtained at the offices and 
laboratory of 


The 
Directory for Mothers’ Milk 
Incorporated 
221 Longwood Avenue, Boston 
Telephone BEA 5330 


Prices will be adjusted to make the milk available 
to all who need it 


Sent packed in ice to al' parts of New England 




























Cook County 
Graduate School of Medicine 


(In affiliation with COOK COUNTY HOSPITAL) 
Incorporated not for profit 









Announces Continuous Courses 


SURGERY — Two-week intensive course in surgical technic starting 






January 20 and February 17, 1947. Four-week course in general 
surgery starting February 3 and March 3, 1947. 







GYNECOLOGY — Two-week intensive course on dates to be an- 
nounced. One-week personal course in vaginal approach to pelvic 





surgery on dates to be announced. 







MEDICINE — Two-week intensive course on dates to be announced. 






General, Intensive and Special Courses in All Branches of 
Medicine, Surgery and the Specialties 






Teaching Faculty — Attending Staff of Cook County Hospital 






“Addvess: 






ag 






Registrar, 427 South Honore Street, Chicago 12, Illinois 























COPYRIGHT 1945, MEAD JOHNSON & co., 
EVANSVILLE, IND., U. S. A. 
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